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Hematuria: Think of the Cervix 
By WINFIELD SCOTT PUGH, B.S., M.D., New York, N. Y. 


ANY years of experience Have as they are met with rather commonly 


taught me that when a woman com- 
plains of hematuria, the physician must 
at once rule out the possibility of her 
bleeding being of uterine origin. 

Women know very little of their an- 
atomy and physiology. Particularly is 
this so when applied to the genitalia. On 
the other hand, there are members of 
the feminine gender who intend to de- 
ceive you with malice and forethought. 

Illegal procedures are very common 
today. Therefore, let me repeat, when a 
member of the gentler sex comes to 
you, complaining of bloody urine, think 
first of a uterine condition and rule it 
out as quickly as possible. The following 
report of a few cases during the past 
year, I hope will be of assistance to you. 

Foreign Body in the Cervix 

Mrs. G. F., white—age 36. Native of 
U.S. Occupation: Housewife. Chief com- 
plaint: Bloody urine and abdominal 
pain. 

Previous family and personal history 
have no bearing on the case. 

Present illness: The patient tells me 
that for the last twenty-four hours she 
has noticed bleeding from the urinary 
canal and that her urine is quite red. 
This A. M., severe pains were noticed 
all over the lower abdomen, but most 
marked in the right and left quadrants. 

Has seen another physician, who made 
a diagnosis of appendicitis but the pa- 
tient is very sure it cannot be that. In 
her talk and manner, this woman rather 
leads us to suspect she has something 
to conceal. 

Physical examination of heart and 
lungs reveals nothing. In the lower ab- 
domen there is a suggestion of resist- 
ance, but not rigidity. It is rather im- 
portant we distinguish between the two 


during the investigation of feminine path- 
ologic conditions. 

The external urethral orifice looks as 
if it might have been scratched and a 
little blood is present. Urine obtained by 
the nurse is, however, quite clear and 
normal in every way. When a speculum 
is inserted into the vagina, this expos- 
ing the cervix, considerable blood is 
seen in that area. There also appears 
something suggesting a stick of wood 
protruding from the external os. This 
plug was removed and proved to be a 
slippery elm tent. Our patient later ad- 
mitted she had introduced it two days 
previously. 

Mrs. L. G. White—aged 33. Housewife. 
Chief complaint: Bloody urine and pain 
over left lumbar region. 

Family history: Negative. 

Previous personal history: Our patient 
states that her menstrual history dates 
from the age of 13. Has always been 
regular and never caused any real an- 
noyance until recently. No illness that 
she knows of. 

Present illness: Mrs. G. was married 
three years ago. All her trouble she 
thinks began at that time. One month 
later, menses began to be of a little 
longer duration. By that Mrs. G. means 
heretofore the bleeding lasted three days 
and now extends over four. For approxi- 
mately two years, pain precedes the 
flow, but when blood appears, it ceases. 
Little or no attention was paid to this 
phase as the lady’s mother had informed 
her various changes took place in the 
cycle after marriage. 

Three months ago, a new factor en- 
tered, in that the pre-menstrual pain 
shifted to the left kidney region, and 
blood began to appear in the urine. The 





86 CLINICAL MEDICINE 


latter phenomena was not only during 
the menses, but every day in the month. 
During the last week, it has been ex- 
ceedingly difficult to pass urine. The 
back pain noted is very severe. At times, 
the latter is on both sides. Mrs. G. says 
that if she had not had fairly regular 
periods over the past year, it would 
seem as if labor pains were present. 

Physical examination reveals a rather 
well nourished woman of 5 feet, two 
inches and 149 pounds. All parts seem 
normal until we reach the abdomen. 
Here, there is pain on pressure over the 
suprapubic region and left renal area. 
No masses can be felt. 

External urethral orifice appears nor- 
mal. When a speculum is inserted into 
the vagina and the cervix exposed, what 
appears to be a fibroid is seen protrud- 
ing from it. On touching the mass, a 
considerable flow of blood occurs. An 
attempt was made to pass a loop around 
the projection, but failed as the latter 
apparently extends well up into the cer- 
vix. A catheter specimen of urine was 
taken and no suggestion of blood found. 
That fluid appeared normal in every 
way. 

Bimanual and rectal examinations 
merely confirmed what has been noted 
above. 

Urological examination revealed a 
normal bladder and urethra. Catheter 
passed readily to right renal pelvis. On 
the left side, some obstruction appeared 
just beyond the ureteral orifice. When 
the latter was overcome, a slight spurt 
of urine appeared. Pyelogram suggests 
a beginning hydronephrosis on this same 
side. 

All the usual clinical chemistry pro- 
cedures were carried out, revealing 
nothing of importance. 

Findings: Submucous fibroid project- 
ing from cervix. No urinary tract bleed- 
ing. 

Therapy: Our patient at first declined 
any operative procedure. After consul- 
tation, it was believed the mass could be 
removed per vaginum, to which the 
woman consented. 

Under general anesthesia the cervix 
was drawn well down to the vaginal 
orifice. A transverse incision was then 
made along the anterior wall of the cer- 
vix at the vaginal junction. Beneath this, 
a space was separated with scissors and 
an anterio-posterior incision then made 
with scissors on anterior wall of cervix 
well up toward urethral orifice. The 
bladder was then pushed well up out of 
the way. Our next move was to incise 
the anterior lip of the cervix, through 
the internal os. Through this opening a 
large submucous fibroid was removed. 


All incisions were then approximated 
with no. 2 chromic gut sutures. 

Miss K. L., is 31 years old—white. A 
native of Denmark. Chief Complaint: 
Bloody urine at or about the menstrual 
periods. 

Present illness: Thirteen months ago, 
Miss L. states that just before her 
menses began, she noticed a little n- 
noyance on urination and the period was 
bright red. This condition lasted a day 
or two and then ceased, as blood ap- 
peared in the vagina. She is sure there 
was no connection bétween the uriniry 
and vaginal blood. All of this seemed 
quite unusual so that a physician was 
consulted. Being a virgin, the medical 
man made no examination, but decided 
he was dealing with a case of vicarious 
menstruation. 

Six months after the onset of the 
bleeding, a little change appeared. By 
that I mean there was much blood in 
the urine at the menstrual period and 
but little passed by vagina. Numerous 
physicians were seen, but all treatment 
seemed unavailing. Miss L. was then 
referred to an associate, at about the 
time her menstruation was due. Accord- 
ing to his statements there was a 
marked hematuria, determined by blad- 
der catheterization. Some blood was also 
present in the vagina. Acomplete urolog- 
ical examination revealed what ap- 
peared to be a bladder tumor near the 
left ureteral orifice. There were also 
suggestions of pelvic masses in the right 
and left vaginal fornices. 

At this point, I must call your atten- 
tion to the fact, our only real symptom 
referrable to the urinary tract is hema- 
turia. In the report of Mark, he states 
the picture of bladder endometriosis is 
characteristic. According to that sur- 
geon, they consist of bladder cramp, 
pain and dysuria mostly noted at the 
end of micturition. Along with the 
hematuria, they are said to be wholly 
cyclic and correspond to the menstrual 
period. 

When seen in consultation, a cysto- 
scopic examination was again done; and 
I saw what looked to me like a typical 
group of varicose veins in the bladder. 
In fact, it strongly suggested a case re- 
ported some years ago as varicose veins 
of that organ. This was in the same site 
noted in the previous vesical inspection. 

Following the above procedure, Miss 
L. did not return to us for three wecks. 
At this time she did not refer to bloody 
urine, but rather complained of marked 
abdominal pain close to both inguinal 
regions. Miss L. told us that for the last 
few days there has been so much an- 
noyance that sleep was impossible. Ex- 
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anination reveals that the masses pre- 
vicusly noted in the vaginal fornices are 
larger and sensitive. 

Vherapy: Under general anesthesia, 
th abdomen was opened and large choc- 
olkte cysts were found in both ova- 
ries. In addition, the uterus is large and 
fib oid. 

«. H. Curtis says most pelvic disturb- 
an:es of younger women may be treated 
expectantly with perfect safety, but en- 
do:netriosis is an outstanding exception 
to this rule. 

Iindometriosis calls for radical treat- 
ment. In this instance; Fallopian tubes 
ani ovaries were removed along with a 
supra-vaginal hysterectomy. 

Post-operative history: Our patient 
made an uneventful recovery. Bladder 
examination six weeks later, revealed 
the fact that the supposed tumor had 
almost disappeared. Unfortunately, we 
have been unable to examine her of late, 
as she insists all is well. 

There is no doubt in this case, we 
were dealing with an endometriosis in 
which the bladder lesion disappeared fol- 
lowing the removal of primary areas in 
the internal genitalia. 


Pelvic Cellulitis 


Mrs. T. V., white—aged 22 years. Na- 
tive of Germany. 
Occupation: Housewife. 
years. 

Chief complaint: Blood in the urine 

and kidney pains. 

Family history: Has no bearing on this 

case. 

Previous personal history: Chicken pox 
at about 5 years of age. Menses began 
at the age of 13; always regular and 
painless. Two years ago, had an appen- 
dectomy from which she_ recovered 
rapidly, only spending one week in the 
hospital. 

Present illness: About six months ago, 
our patient noticed there was very little 
menstruation. As she describes it, there 
was but a show. One month ago, passed 
by vagina what she supposed was a 
large blood clot. Since that, she has been 
in good health until about one week ago 
when she began to pass bloody urine. 
She went to a physician, who pre- 
scribed some calcium lactate without 
any relief. 

At this point, I must make a note of 
the fact, there seems to be something 
Mrs. V. is holding back. These are the 
important facts one learns from years of 
experience. 

Physical examination: Our patient 
looks sick and has a temperature of 
100 F. All parts appear to be normal 
until we reach the abdomen. There we 
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notice a sense of resistance over Mc- 
Burney’s point and pain is elicited run- 
ning toward the kidney of the same side. 
No rigidity anywhere. 

External genito-urinary area suggests 
nothing. A catheter is passed and clear 
urine obtained. The clinical laboratory 
reported this fluid as acid, 1030. No al- 
bumin, sugar or renal elements. No pus 
or blood cells. 

Vaginal examination reveals a mark- 
edly eroded cervix, from which small 
amounts of reddish brown blood issues. 

Bimanual elicits a well marked mass 
in the right fornix. The left side appears 
clear. Uterus is definitely enlarged. 

Blood examination revealed a_ red 
count of about 4,000,000. White cells, 12,- 
700. Hemoglobin, 80 percent. 

Urological examination revealed ar 
apparently normal tract with the sug: 
gestion of a slight obstruction of the low- 
er right ureter. This was no doubt causec 
by the pelvic mass. 

Diagnosis: Our findings convinced us 
that we had to deal with a low grade 
pelvic cellulitis and possible tubo-ovar- 
ian abscess. 

What of the uterus? It contained prod- 
ucts of decomposition incident to an 
incomplete miscarriage. 

Treatment: In view of the history, it 
was apparent there presented no indica- 
tion for haste. Our patient was placed at 
rest and given diathermy to the pelvis 
for one hour daily. Irrigations of hot 
normal saline were also given daily by 
vagina. All bleeding ceased at the end of 
first week and temperature dropped to 
normal, staying there. In the third week 
a thorough curettage was done, fol- 
lowed by salpingo-oopherectomy. A pel- 
vic abscess was disclosed and drained 
per vaginum. At a later date, coagulation 
of the cervix will be recommended. 

In this particular case, no difficulty 
whatever was experienced in determin- 
ing we were not dealing with urinary, 
but uterine and adnexal pathology. 


Cervical Stricture and Hematuria 


Mrs. E. E., aged 37—widow. White, 
native of Germany. Present complaint: 
Suprapubic pain and hematuria. 

Family history: Negative. Seven years 
ago, I treated her husband for an old 
glandular urethritis of gonococcal origin. 

Previous personal history: Always well 
until shortly after marriage, which took 
place seventeen years ago. Since then, 
menses have always been irregular and 
somewhat painful. About one year after 
marriage, a miscarriage is said to have 
occurred at about three months. A vag- 
inal discharge then entered the picture, 
and despite various treatments it still 














persists, although somewhat lessened in 
amount. 

Present illness: For the past nine 
months, the periodic flow has been ac- 
companied by headaches, suprapubic 
pain and scanty bleeding. Just before 
menstruation is due, blood appears in 
the urine. Last month all symptoms of 
the menses were present except that the 
blood appeared to be in the urine. As 
patient does not understand English very 
well, it is difficult to elicit much more 
through interrogation. 

Physical examination: Our patient is 
a well nourished woman, with heart and 
lungs and all other parts apparently nor- 
mal, until the pelvis is reached. In this 
area, pain and a feeling of resistance 
appears over the suprapubic area, radia- 
ting off to each side. The pain is not 
severe, but of a dull ache. Nothing is 
definitely palpable. 

Inspection of the external genito- 
urinary organs reveals a bit of clotted 
blood around the urethral orifice. Blad- 
der urine, however, is clear and nor- 
mal. The cervix is the seat of an old 
chronic inflammation and a depressed 
scar is present over the region of the 
left Bartholin gland. At the external cer- 
vical os, there is also clotted blood. An 
obstruction is present just above, and on 
pushing a probe into the canal, blood 
escapes. 

Ai this point, the patient conveys to us 
the fact that a short time back, she was 
supposed to have had appendicitis. When 
the menses appeared, however, symp- 
toms of the intestinal condition dis- 
appeared. 

It is surprising how many people sim- 
ply visit a physician for the relief of 
symptoms. Therefore, I hardly need say 
this woman did not return until another 
month had passed by and the abdominal 
pain seemed to be returning. Yes, she 
also insisted bloody urine was present, 
but I saw none. At this time I succeeded 
in making a complete urological ex- 
amination, with negative results. 

Treatment: With the use of dilators, 
the cervical structure was gradually im- 
proved over a period of time. Obstruc- 
tion of the cervical canal is a very com- 
mon condition and failure to recognize 
it has undoubtedly caused quite a bit of 
trouble. This entity has received almost 
no recognition except by Arthur Cur- 
tis and a few others. The surgeon just 
quoted tells us that when we awaken to 
a full realization of the frequency and 
importance of this lesion, a great step 
forward will have been accomplished. 

It is my opinion that most strictures 
are of gonococcal origin. There are some 
whe consider coagulation and conization 
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as etiological factors. In an experience 
with over two thousand of the proce. 
dures just mentioned, there has b2en 
only one case of stricture resulting. That 
one, I feel reasonably sure, embraced 
faulty technic. 
Gonococcus Infection 

I hope some day our teachers will in. 
sist on the title of ‘‘gonococcus in ec. 
tion,’’ ‘‘gonorrhea in women’ or scme 
such a title instead of cervicitis. The |at- 
ter is certainly a misnomer and leads 

































































is ‘| 
to the neglect of the structures a; ide - 
from the cervix almost always invol\ ed. 
Never fail to investigate the urethra ind ] 
rectum when treating a Neisserian in- § driv 
fection, as in this way you will elimirate § wha 
many future tragedies and cast into the youl 
discard that now ridiculous express on, 5 
‘fa woman once infected with gonor- § coin 
rhea, always remains so.” Rat 

The following brief history, will serve 3. 
as a good example of the foregoing ana 

Mrs. M. A., white—aged 30. Native of ™ 
U. S. : 

Occupation: Housewife. ble¢ 

Chief complaint: Bloody urine. ina 

Present illness: Mrs. A. was seen in § 52" 
consultation. She tells me that for the 
past three weeks there has been marked 
hematuria, accompanied by urgency, fre- 
quency and dysuria. As the patient 
talks, her hands seem to exert pressure 
on the lower abdomen. When asked why 
this is done, her reply is to the effect, 
it relieves pain there. 

Menstrual history is apparently of lit- f 
tle assistance and the presence of a to 
vaginal discharge denied. It is apparent be 
not a great deal can be learned from our 2 
patient so the physical examination be- sul 
gan. Inspection reveals thorax and other ol¢ 
parts of the body apparently in good § alc 
condition. When the abdomen is reached, Th 
it becomes apparent Mrs. A. is quite er 
sensitive over the bladder area, but no- § les 
where else. : 

The urethra reveals at once an infec- al 
tion of Skene’s glands and blood present (2 
in the canal. Vaginal examination ex- 
poses to us an acute infection of the or 
cervix and a profuse greenish yellow in 
discharge containing gonococci. No evi- § 4, 
dence of rectal involvement was de- § » 
tected. From what has just been said, al 
the diagnosis of gonorrheal infection is in 
justified. When our patient was asked 
why she denied a vaginal discharge be- 
ing present, her reply was, ‘‘all women p 





who were married had that.’’ The old 
story of women’s natural discharge. 
Therapy: To date this woman has only 
been treated for a hematuria. Her word, 
it seems, had been taken that nothing 
else was present. Despite treatment, 
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fo.r days later a violent gonococcal cys- 
tits appeared. This was relieved by sup- 
rapubie drainage. Such a procedure, I 
know, sounds a bit radical. It is, how- 
ev.r, quick and precludes the possibility 
of your patient becoming a morphia ad- 
dict. Gonorrheal cystitis is unusual as 
the mucous membrane of the bladder is 
re istant. On the other hand, when it 
dos occur, it is violent. Let it be dis- 
tinctly understood, that by this entity I 
refer not to an ordinary trigonitis; rather 
is he infection well diffused throughout 
the viscus. 
Summary 

In this brief paper, I have tried to 
drive home the dictum, do not treat 
what the patient tells, but rather what 
yo find. 

2. In doing so, it is not necessary to 
convey your observation to the patient. 
Rather maintain a discrete silence. 

3. Patients have little knowledge of 
anatomy and are unable to distinguish 
between urinary and vaginal bleeding. 

4. In most women we see, vaginal 
bleeding is far more common than ur- 
inary. Yet, both may be present at the 
same time. 


1 
i 


5. Do not fail to think always of the 
possibilities of abortion when urinary 
bleeding is mentioned. 


6. Last but not least, never fail to 
make a thorough gynecological examina- 
tion in the presence of supposed urinary 
bleeding. 


104 E. 40th Street. 
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Wounds 


By V. H. KAZANJIAH, M.D., D.M.D. 
Boston, Massachusetts 


An incision or laceration that tends 
to leave a straight, deforming scar may 
be treated by the ‘‘Z’’ incision. 

The use of the ‘‘Z’’ incision, with a 
subsequent transposition of flaps, is an 
old device in plastic surgery. It is used 
along web contractures pre-eminently. 
The procedure eliminates the web and 
creates greater length along the middle 
leg of the Z. 


When the same procedure is used 
along an incision, it (1) lengthens it and 
(2) it breaks up the straight line. 


Figure 1 illustrates the line of incision 
or laceration (A-B). Two supplementary 
incisions transform it into a Z with two 
flaps (one flap is shaded so its move- 
ment can be readily followed). The flaps 
are undercut, lifted up and each sutured 
in the other’s former position. 

Gun Shot and Late Face Wounds 

The types of wounds requiring late 
primary suturing are: (1) All civilian 
types of face wounds over six to eight 
hours old; (2) All gun shot wounds; (3) 
All infected and contaminated wounds. 
The latter should receive preliminary 
treatment with hot fomentations until the 


infection is controlled and the borders 

of the wounds show healthy granulation 

tissue. Usually, this period lasts from 

three to ten days at the end of which 

time, late primary suturing is done. 
475 Commonwealth Ave. 
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Nutrition 
‘“‘Hidden Hunger” 
By NATHAN SMITH DAVIS, III, M.D.,* F.A.C.P., Chicago, Illinois 


OU MAY NOT believe that it is 

possible that some 80 per cent of 
the people of the United States, the best 
fed in the World, are to a greater or 
lesser extent suffering from ‘hidden 
hunger.’’ But have you ever bothered 
to ask any of your patients what they 
usually ate for breakfast, for luncheon 
and for supper and between meals? If 
you did this systematically and then 
noted how many of the foods considered 
essential to health by the Committee on 
Foods and Nutrition were lacking in 
quantity if not entirely absent, you would 
begin to wonder if the 80 per cent figure 
were not too low. 


What should the diet of every adoles- 
cent and adult contain if he or she is 
not to suffer from “hidden hunger’’? All 
should have one or more servings daily 
of meat, fish or poultry; of green, leafy 
and yellow vegetables; of citrus fruits 
or tomatoes; of potatoes, apples, banan- 
as or other fruits and vegetables and 
one pint of whole, skim or butter milk, 
or its equivalent in evaporated or dried 
milk, or two ounces of cheese. In addition 
to these essentials, they may have whole 
grain cereals or those that have been 
enriched, sugar, butter (or enriched mar- 
garine), cream and other animal and 
vegetable fats to make the diet adequate 
in caloric value. 


The caloric value of the diet should be 
such that the individual’s weight will 
approximate those given in the tables 
of ‘‘ideal weights’’ recently published 
by the Metropolitan Life Insurance Com- 
pany. In these tables are given the 
number of pounds those with small 
bones, with average bones and heavy 
bones should weigh for certain heights. 
It has’ been concluded after extensive 
study that the old tables which provide 
for increasing weight with increasing 
years are not ideal even though they 
were based on averages. The weight 
gains were caused by continuing, when 
older and less active, to eat as much 
as they did when younger and more 
active. 


What symptoms and signs may, in the 
absence of any clearly defined disease, 
suggest “hidden hunger’? The subcom- 
mittee on Medical Nutrition of the 
National Research Council has listed the 


*Assistant Professor of Medicine, 


North- 
western University Medical School. 


following in so far as adolescents <nd 
adults are concerned:— 
Symptoms 
Lack of appetite 
. Lassitude and chronic fatigue 
Loss of weight 
Lack of mental application 
Loss of strength 
History of sore mouth or tongue 
Nervousness and irritability 
Chronic diarrhea 
. Burning, prickling of skin, pares- 
thesiae 
Night blindness 
Abnormal intolerance of light, pho- 
tophobia 
. Burning or itching eyes 
. Abnormal discharge of tears, lacri- 
mation 
. Muscle and joint pains, 
cramps 
15. Sore bleeding gums 
16. Tendency to bleed 
To these symptoms might well be added 
abnormal nasal discharge, cavities in 
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the teeth and chronic constipation. 


Physical Signs 

. Nasolabial sebaceous plugs 

Sores at corners of mouth, cheilosis 

Vincent’s angina 

. Minimal changes in tongue color or 

texture 

. Red swollen lingual papillae 

. Glossitis 

. Papillary atrophy of the tongue 

. Stomatitis 

. Spongy bleeding gums 

. Muscle tenderness (extremities) 

. Poor muscle tone 

. Loss of vibratory sensation 

. Increase or decrease of tendon re- 
flexes 

. Hyperesthesia of the skin 

5. Bilateral symmetrical dermatitis 

. Purpura 

. Dermatitis; facial butterfly, 
lace, perineal, scrotal, vulval 

. Thickening and pigmentation of the 
skin over bony prominences 

. Nonspecific vaginitis 

. Follicular hyperkeratosis of exten- 
sor surfaces of the extremities 

. Rachitic chest deformity 

. Anemia not responding to iron 

. Fatigue of accommodation 

. Vascularization of the cornea 

. Conjunctival changes 
these physical signs should, in my 


CHOIWAHH PwWNHe 


neck- 





NUTRITION 91 


orinion, be added changes in the mucous absence of anemia organic heart or thy- 
membrane of the nose and throat, as- roid disease or tuberculosis), dental car- 
thenic habitus, effort syndrome (in the ies, and a rising blood pressure. 


WHAT VEGETABLES DO FOR US 


The Body Needs: It Gets Them From: 


Potatoes and other 
ENERGY Carbohydrates Starches starchy vegetables 


Cereals 


Sugars Sugar and syrup 
Honey and molasses 


Butter and cream 
Meat fats 
Cheese 

Other fatty foods 
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Beans and peas 

Meats 

Dairy products and eggs 
Cereals 


BUILDING Proteins 
AND 

REPAIR 

MATERIALS Calcium 


| 


Green vegetables 
Dairy products 
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Beans and peas 

Meats 

Cereals (whole grain) 
Dairy products and eggs 


Minerals Phosphorus 


{ 


Green vegetables 
Meats and eggs 
Cereals (whole grain) 
Dried fruits 


1 


Green and yellow vegetables 
Dairy products 
Fish liver oils 


t 


REGULATORY 
AND 
PROTECTIVE 
FOODS 


Cereals (whole grain) 
Meat 
Green vegetables 


Thiamin 


| 


Meats 
Green vegetables 
Milk and eggs 


Riboflavi 
Vitamins an 


A 


Meats 
Whole grain cereals 
Beans and peas 


Nicotinic Acid 


lat 


Tomatoes and cabbage 
and other raw vegetables 
Fruits 


iz 


Fish liver oils 
Dairy foods 
Eggs 


1 
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Notes From the International Postgraduate 


Medical Meeting, III” 


Reported by RALPH L. GORRELL, M.D., Buffalo, N. Y. 


THE DIAGNOSIS AND TREATMENT 
OF ESOPHAGEAL CANCER 


By JOHN H. GARLOCK, M.D. 
Professor of Surgery 
New York Postgraduate Medical School 
New York City 


There are no definite signs indicative 
of esophageal cancer inoperability. Back 
pain may be due to extension of the 
neoplasm and fixation or to pancreatic 
metastasis, or to inflamed peri-esopha- 
geal nodes. 


Difficult swallowing is almost always 
present. It is progressive and without 
lengthy remissions. The patient states 
that solid food ‘‘stops here’’ (as he points 
to his sternum) and points to the area 
of obstruction, which he usually localizes 
well. The length of time that dysphagia 
is present is not relevant, because gross 
involvment of the lumen is necessary 
before difficult swallowing appears, and 
the esophagus may be fixed before this 
occurs. . 

Loss of weight does not contraindicate 
surgical removal, as the patient may eat 
little for fear of causing distress or 
block, and thus lose weight due to his 
diet. Occasionally, obstruction may ap- 
pear early in the course of the disease. 


The location of the neoplasm is im- 
portant in determining resectability, as 
eancers of the middle third and those 
near the arch of the aorta tend to be- 
come fixed early. 


X-ray diagnosis: If x-ray of the stom- 
ach and upper stomach show no lesion, 
it should be repeated in 3 weeks or the 
patient referred to a competent esophag- 
oscopist. A competent endoscopist can 
perform esophagoscopy with little risk— 
he can tell much by the gross appear- 
ance of the tumor, his biopsy - permits 
a definite diagnosis and he can tell 
the surgeon the distance from the incisor 
teeth to the growth, so that the proper 
type of operation can be carried out. 

If the biopsy shows squamous cells, 
the growth is esophaeal in origin. If 
adenocarcinomatous cells are found, a 
gastric origin is indicated, which has a 
different lymphatic spread, and an ab- 


*Taken and abstracted by R.L.G. during the 
Chicago meeting, Oct. 26-29, of the Interstate 
Postgraduate Medical Assembly. 
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dominal exploration is indicated to deter- 
mine if abdominal metastasis has »%c- 
curred. Palpable supraclavicular no:les 
should be removed and_ examired 
microscopically for malignant cells. 

Surgical technic: New technics per nit 
successful removal of tumors in any yor- 
tion of the esophagus (if fixation ‘:as 
not occurred). Blood transfusions re 
given before, during and after the opcra- 
tion. 


OVARIAN TUMORS 


By M. B. DOCKERTY, M.D. 
Section on Gynecology 
Mayo Clinic, Rochester, Minn. 


Eighty percent of ovarian tumors are 
cystic, of which the majority are benign. 
Twenty percent of ovarian tumors are 
solid, of which the majority are malig- 
nant. One-sixth of the solid tumors con- 
stitutes a special group, of which 
a fourth are functioning neoplasms. 

1. Granulosa cell tumor secretes estro- 
genic hormone, which feminizes, result- 
ing in precocious puberty if during child- 
hood; sterility and failure of menstru- 
ation results if occurring during the pe- 
riod of fertility; and menstrual bleed- 
ing, when it occurs during the meno- 
pause. 

2. Theca cell also secretes estrogen 
and causes feminizing clinical appear- 
ances. 

3. Disgerminoma, 
tumor. 

4. Arrhenoblastoma, 
ing tumor. 

5. Brenner, is a non-functioning tumor. 


is a_ neutralizing 


is a masculiniz- 


SURGERY OF THE PANCREAS 


By RICHARD B. CATTELL, M.D. 
Lahey Clinic, Boston, Mass. 


Acute pancreatitis is characterized by 
abdominal pain and marked shock, pain 
in the back and vomiting. A perforated 
peptic ulcer must be differentiated as 
well as a small intestinal obstruction. 

Pancreatic cysts give no symptoms 
until they become large enough to pro- 
duce pressure. 

Cancer of the pancreas need not re- 
sult in jaundice until very late in % 
of cases, as the growth is away from 
the ampulla of Vater. Back pain is com- 
mon; it is located in the 12th thoracic 
and Ist lumbar vertebral areas, in 
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creased by lying down, relieved by 
sitting forward, unchanged by food. Ano- 
rexia, indigestion, weakness, weight loss, 
foc. my stools are late or less common 
sy nptoms. Progressive jaundice should 
mike one suspicious of malignant 
growth; usually it is painless, although 
th-re may be some discomfort, it does 
no contraindicate surgical cure. 


Physical Examination 


ixamination discloses localized ten- 
decness and fullness in cases of acute 
paacreatitis. Benign tumors and cysts 
can be felt as a mass. Malignant tumors 
usially cannot be felt. 


Laboratory Findings 


1. Enzyme study: disappointing in 
both acute and chronic cases. 

2. Blood bilirubin study: should be 
done to rule out hemolytic anemia. 

8. X-ray: Confirmatory evidence 

(a) wide sweep of duodenum 

(b) displacement of colon down and 

stomach up 


Surgical Treatment 


There are several methods of ap- 
proach to the pancreas. One may divide 
the gastrocolic omentum. The whole an- 
terior surface of the pancreas may be 
exposed by detaching the omentum from 
the colon. 

The control of blood supply is impor- 
tant. The gastroduodenal artery must be 
controlled in the head of the pancreas. 
Injury to the vortal vein must be 
avoided. 

Acute pancreatitis: In hemorrhagic 
pancreatitis, one may drain the common 
bile duct for 3 months (through the 
gastro-colic omentum). Suppurative 
pancreatitis should be treated by inci- 
sion of the capsule of the pancreas and 
use of 2 drains. 

Chronic pancreatitis and calculi: We 
do not feel that surgery is indicated for 
these lesions. 

Injury: (1) treat the shock, (2) stop 
hemorrhage and (3) drain. Delayed 
treatment: Most fistulae close spontane- 
ously by formation of an internal fis- 
tula or fibrosis. Surgical closure must 
be performed if this process fails. 

Cysts: Excision is best treatment. Par- 
tial excision with suturing of sac walls 
to edge of incision (marsupialization) 
is a simple, safe method. Later trans- 
plantation to the jejunum may be 
needed. 

Benign tumors: Hyperfunctioning 
ademnomata may result in hyperin- 
sulinism. Removal cures the condition. 

Malignant tumors of the ampulla of 
vater are slow growing, metastasize 
later, so that there is a good chance 


for cure. Because jaundice appears so 
early, the abdominal exploration may be 
performed early in the course of the 
disease. These tumors can be removed. 
Don’t be content to merely diagnose 
cancer of the head of the pancreas. 


CORRECT ABDOMINAL INCISIONS 


By A. O. SINGLETON, M.D. 
Professor of Surgery, University of Texas 
Galveston, Texas 

The Vertical Incision was only jus- 
tified in years gone by when diag- 
nosis was less precise. Nowadays fewer 
exploratory operations are needed. Good 
exposure is not possible with the vertical 
incision. We feel that the most impor- 
tant cause of poor wound healing is the 
use of a non-anatomical incision. The 
non-anatomical incision tends to disrupt, 
to post-operative hernia, to painful post- 
operative convalescence, to frequent pul- 
monary complications. 

Special sutures, such as steel, silk, or 
cotton, are not necessary if anatomical 
incisions are used. 

The blood supply of the abdomen is 
so generous that one need not worry 
about cutting any of the arteries of the 
abdominal wall. The nerve supply is very 
similar, in that it is hard to de-nervate 
the abdominal wall, (even after three 
intercostal nerves are severed, within 
two months there is return of function). 

The oblique abdominal muscles have 
far more function that the recti mus- 
cles. The oblique muscles are never at 
rest; they move with respiration, and 
are under increased tension whenever 
the patient strains, vomits or coughs. 
They must never be cut. The recti 
muscle’s function is to splint the abdo- 
men. 

The fascia may be considered as the 
tendinous continuation of the abdominal 
muscles. It is the fascia that holds. 


Type of incision 
1. Vertical 


Results 

1. Postoperative hernia, 
when followed up for a 
long period in 3 percent 
of cases; wound disrup- 
tion in 1 percent of all 
cases. 

2. Transverse or| 2. Postoperative hernia in 
anatomical 0.1 percent; disruption in 

0.031 percent. 


The transverse incision is best as it 
spares the transverse muscles. These 
muscles hold against the strain instead 
of tight sutures, which may cause tissue 
destruction and later weakness of the 
wound. 

Advantages of the transverse incision: 
(1) better exposure, (2) practically no 
disruption of wounds, (3) rare hernia, 
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(4) avoidance of much pain during con- 
valescence and frequent pulmonary com- 
plications, as the patient can breathe 
comfortably. These studies are based on 
9,000 incisions. 

Transverse incisions can be extended 
so that wide exposure can be made. 
The McBurney incision.can be extended 
down the right rectus fascia so that 
any pelvic disorder may be cared for 
or a resection of the ascending colon 
carried out. 

It is not necessary to use special 
suture material to hold against strain if 
am anatomical incision is used. 


DISTURBANCES OF THE 
SYMPATHETIC NERVOUS SYSTEM 


By MAX M. PEET, M.D. 
Professor of Surgery 
University of Michigan, Ann Arbor 


Raynaud’s Disease 


Raynaud’s disease primarily affects 
young women, although men may be af- 
fected. All races are subject to it. Symp- 
toms are first noticed in youth (ages 15 
to 25 years). 


Symptoms 


Excitement or cold brings 
on vasomotor changes in 
the fingers and hands, 
blue or white fingers. 
Warmth or clothing re- 
lieves these signs as well 
as pain. 


Warmth does not relieve 
vasomotor changes. Pains 
are experienced in hands 
(or toes) in hot weather. 
Vasomotor changes come 
on without any obvious 
cause. Gangrene occurs 
later. 


Disease duration 
Early in course 


Treatment: Severance of the pregang- 
lionic fibres (sympathecotomy) is quite 
successful in curing Raynaud’s disease 
of the legs. Raynaud’s disease of the arm 
is relieved, but not as successfully, by 
sympathectomy. Because the resection 
is postganglionic, results are much im- 


proved if the nerve roots are divided 
also. 
Burger’s Disease 
(Thrombo-angiitis obliterans) 

Sex: 95 percent of cases occur in 
males. 

Diagnosis: The vasomotor changes ire 
spotty, not uniform as in Raynaud’s <cis- 
ease and no pulsations are palpable in 
the arteries. 

Pain and lessened circulation app::ar 
in one leg or arm first; later on, ‘he 
opposite side is involved. There is 
bilateral involvement always after suffi- 
cient time has elapsed. 

Treatment: Sympathectomy will help 
the uninvolved or slightly involved exire- 
mity. It has no effect on the fully de- 
veloped disease. An early sympathec- 
tomy may prevent gangrene. Burger's 
disease is an inflammatory process in 
the blood vessels, but there may be some 
spasm in the smaller arteries. (In Ray- 
naud’s disease, there is an uniform color 
change which gradually fades from blue- 
white to normal. Normal pulsations can 
always be felt in the arteries. The differ- 
ential diagnosis is especially important 
because sympathectomy will always pre- 
vent dry gangrene of the finger tips or 
toes in Raynaud’s disease). 

Hirschsprung’s Disease 

Lumbar sympathectomy will relieve 
every case of true Hirschsprung’s dis- 
ease (a dilatation of the whole colon or 
part of it). Such cases are easily diag- 
nosed because of the marked constipa- 
tion since birth, huge dilatation of part 
or all of the colon and abdominal dis- 
tention. 


Scleroderma 

Sympathectomy will improve but not 
cure patients suffering from _ sclero- 
derma. 

High Blood Pressure 

Sympathetic nervous system opera- 
tions are no cure for hypertension, but 
better results are obtained than by any 
other medical or surgical procedure. 


Diet for Dental Decay 


Dental decay (caries) may be cured 
in children by the use of a diet contain- 
ing these foods every day: One quart 
of milk, one or more eggs, two liberal 
servings of succulent vegetables, and 
similar amount of fruit, part of which 
is fresh and preferably raw; one serv- 
ing of meat; plenty of butter and a 
teaspoonful of codliver oil. Seasonal 
departure from these specifications is al- 
lowed. Starches, cereals, and sweets 


are allowed, as long as they do not 
replace the prescribed foods. 

It will be noted that the dentin, which 
is typically softened at the base of a 
cavity, becomes as hard as stone within 
a period of twelve weeks. (This is an 
abstract of material furnished by J. D. 
Boyd, M.D., University of Iowa Medical 
School, Department of Pediatrics, Iowa 
City, Iowa, in response to a request for 
information on their method of hand- 
ling dental caries). 
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The Diagnosis of Systemic Disease 


by Sigmoidoscopy 


(Arteriosclerosis ) 
By JOSEPH FELSEN, M.D.,* New York City 


The general practitioner who uses a sigmoidoscope 
regularly in the office, hospital or home will not 
only recognize carcinomata and polyps, but will be 
able to diagnose arteriosclerosis, lead poisoning 
and other systemic diseases. 


‘IGMOIDOSCOPY can be carried out 
\) by the general practitioner. It is help- 
ful if he possesses a basic knowledge of 
the underlying intestinal pathology. The 
examination is carried out as in the case 
of routine sigmoidoscopy, being careful 
that a preliminary cleansing enema of 
water or normal saline is used. A clean 
mucosa is essential for proper interpre- 
tation of the lesions. Usually they can 
be diagnosed without the aid of red or 
green filters, but the filters are helpful 
in diagnosis. Any well-illuminated sig- 
moidoscope may be used. 

Arteriosclerosis . 


The progress of arteriosclerosis can 
be followed by sigmoidoscopic examina- 
tions. The vessels as seen through the 


Fig. 1. Intestinal Transparencies (1) Normal vascularization. (2) 


Obliterative phase. 


sigmoidoscope correspond in appearance 
with the retinal vessels in the same in- 
dividual, as seen with the opthalmo- 
scope. 

Figure 1 shows the intestine as viewed 
directly by aid of transparencies. (1) 
normal intramural vascularization is 
shown with long, delicate undulations 
which gradually taper to fine branches 
and anastomose freely with adjacent 
vessels, (2) proliferative stage with 
thickening and tortuousity of the vessels 
and (3) the obliterative stage in which 
the vessels are straight and rigid, and 
terminal branches are obliterated. 


*Director, The Dysentery Register, The 
Bronx Hospital, 169th Street and Fulton Ave- 
nue, New York. 


Proliferative phase. (3) 
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GRADUATE COURSE 


Diagnostic Errors, Part IT} 


Critical Diagnosis 
By S. WATSON SMITH, M.D.* 
Bournemouth, England 


“‘Ad sanitatem gradus est novisse 
morbum.” 

“It is a step towards health to know 
what the disease is.’’ If all diseases were 
commonplace, diagnosis would present 
little difficulty; but it is not so, and 
though obstacles will occur to be over- 
come, it takes courage on the part of the 
clinician to refuse to commit himself to 
any diagnosis. The wisest among doc- 
tors will not label a particular patient 
where doubts and questionings occur to 
forbid it; and rightly so, because it is 
nobler this than to risk being at fault or 
wrong, so to add to the patient’s troubles. 
To affix a misleading or wuncertain 
diagnostic label is often unpardonable, 
even if forced by the importunity of an 
anxious relative demanding to know 
‘“what’s wrong’ before the medical 
man has had time and opportunity to 
possess himself of all the facts of the 
case upon which to make a decision. 

The science and art of diagnosis is 
toilsome and perplexing at times. For 
bedside work—the most important part 
of the doctor’s day’s work—a good 
knowledge of clinical medicine is neces- 
sary, and an acquaintance with the ele- 
ments of logic will well repay itself. 
In most instances of mistaken or wrong 
diagnosis, the underlying error is found 
to be one of omission rather than of 
commission, from lack of method, 
failed attention and observation in the 
taking of the case history. On occasions, 
the haste and hurry that pursues all 
doctors, may well have consequences 
little short of lamentable. 

Casting one’s thoughts backward 
brings into mind a number of instances 
where diagnosis proved to be erroneous. 
Fortunately, these have not per- 
haps been many, but are imprinted on 
the memory when other presumably cor- 
rect diagnoses are forgotten. 

Although we know that medical men 
*F.R.C.P. Edinb., F.R.C.P. Lond. Honorary 


Consulting Physician, Royal Victoria and West 
Hants Hospital. 


are no more infallible than others, i 
our innermost consciences we  ferl 
blameworthy, even guilty, refusing ‘o 
adopt the attitude of excusing ourselv«s 
for giving insufficient time and care ‘o 
the work. ; 

Pediatric Diagnosis 

In infancy and childhood, acute infec- 
tion commonly gives rise to sudden 
sharp reaction and illness with much 
anxiety on the part of parents who, in 
their fear, demand to be told ‘‘what is 
wrong”’ before signs and symptoms have 
made any diagnosis possible. A provi- 
sional diagnosis of pyrexia, symptom 
only as this is, often satisfies, giving the 
doctor time to marshall all the clinical 
facts of the case. Yet, even if the truth 
is blunt, it should be told. 

One great error of omission in dealing 
with children is failure to complete the 
physical examination by inspecting ton- 
sils and pharynx, taking a throat swab 
if any departure from the normal is dis- 
covered. 

Then again, in young children, tracheo- 
bronchial adenitis has to be kept in mind 
as a possible cause of acute illness—not 
a clearly defined disease by any means. 
It is surprising, too, how an appendix 
abscess in a child can be missed by fail- 
ure to examine per rectum—too common 
an omission at any age in any patient. 

No patient is properly examined unless 
the urine is tested, and a blood film is 
taken for staining and miscroscopic ex- 
amination. 

Even eosinophilia will indirectly dis- 
close the presence of parasitic disease or 
of incipient spasmodic asthma. Where 
in the child there is abdominal colic, the 
skin should be examined for purpura; 
laparotomy has been inadvertently done 
even in Henoch’s purpura 

In later childhood, acute rheumatism 
may be subtle in its manifestations: 
vague pains, malaise, disinclination for 
effort, and persistent tachycardia, with 
a fluctuating temperature, may be in- 
dicative of an established rheumatic pan- 
carditis. 

Adolescent 

In the adolescent, tuberculous disease 

may excite a persistent tachycardia 
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which, even taken alone, will differenti- 
aie from any of the typhoids where, in 
the uncomplicated case, there is slowing 
of the pulse rate. At the same time, 
general tuberculosis may present a criti- 
esl problem in differentiation until a 
depening cyanosis with late appear- 
ance of physical signs in the lungs 
settles the diagnosis. 
Drugs 

In the adult, care should be taken 
these days to inquire as to the previous 
taking of drugs, because herein may lie 
the explanation of cyanosis, of unusual 
skin eruptions, even of agranulocytosis. 
Self-medication with the sulphonamides 
is known these days; or, it may be that 
the drug has been taken for a recent ill- 
ness, ordered by another doctor. 

In stout middle-aged women, com- 
plaint of high abdominal pain and of 
flatulence will suggest the commonest 
abdominal trouble at that time of life, 
namely, cholecystitis; and here it should 
be mentioned that an X-Ray diagnosis 
of gallstones, without clinical evidence, 
may prove to be wrong when cholecys- 
tostomy is done. 

In any patient, at any age, we would 
offer a plea for clinical proof, using 
laboratory or X-Ray evidence only for 
confirmation or otherwise, not as a short- 
cut to diagnosis. It is a well-known fact 
that X-Ray evidence in any patient, 
taken alone and acted upon, invites 
disaster. 

Again, diaphragmatic pain which is 
referred to the abdomen may wrongly 
be ascribed to appendicitis (and opera- 
tion done) when in reality the cause is a 
right thoracic empyema. 

Sometime ago, a patient presented 
himself with the complaint that he had 
felt ill for a week, during which time he 
had continued his employment as a com- 
mercial traveller, moving from town to 
town. He had felt himself becoming 
gradually weaker in the few days, 
and had had several attacks of nose- 
bleeding. He was a stout man of 40 
years, with “‘pink and white’’ complex- 
ion, and was found to have a large, 
soft spleen. Suspecting blood disease, an 
immediate blood examination was made 
only to show an acute lymphatic leuke- 
mia from which he died some ten days 
later. 

On one occasion, a young farmer came 
who presented all the signs of spinal 
cord compression. After determining the 
level of the likely neoplasm, I asked a 
surgeon to do laminectomy, indicating 
the level at which this might be done. At 
operation, when the theca was exposed 
and incised, no tumour was found. On 


my request that the incision might be 
extended upwards, a medium marble- 
sized tumour extruded itself on to the 
surface at the upper angle of the in- 
cision. With healing of the operation 
wound, recovery was complete. In lo- 
cating a lesion, the fact of spinal seg- 
ments lying at a level higher than the 
corresponding vertebrae is to be re- 
membered. 


Pregnancy vs. Cyst 

A not uncommon mistake which may 
have very serious consequences for both 
doctor and patient is to declare a young 
or middle-aged unmarried woman to be 
pregnant when, in fact, she has a large 
more or less centrally-placed ovarian 
cyst. One has even seen the opposite 
happen—when a pregnant uterus has 
been believed to be an ovarian cyst. 
The error may only be discovered on 
laparotomy. If there is the shadow of a 
doubt, examination under an anesthe- 
tic or by x-ray photography will speed- 
ily decide the truth. The possibility of 
such a mistake happening has to be kept 
in mind. 

Uremia 

In uraemia, before the onset of coma, 
complaint of intense pain in the epigas- 
trium is not unusual. In men past mid- 
dle life abdominal pain with persistent 
vomiting, and absence of other signs, 
even with a blood urea within normal 
limits and a urine clinically not un- 
healthy, may result from a latent ura- 
emia: in one such case known to me, 
laparotomy was done which only hast- 
ened the patient’s death; nothing was 
found to be amiss at operation. 

Certain hernias are not easily diagno- 
sable. A small strangulated femoral her- 
nia may be mistaken for an enlarged 
lymphatic gland, and valuable time lost; 
but, that most difficult to diagnose is the 
rare obturator hernia. The only example 
I ever saw was promptly diagnosed by 
a senior surgeon who remembered hav- 
ing seen a similar case many years be- 
fore. This same surgeon, wise in his 
generation, never by any chance did a 
laparotomy without first venturing a 
diagnosis, he was never known to say: 
“Oh! wait till we get inside.”’ 

In the elderly, failure of structure, so 
of function, sometimes sudden, more 
often gradual, is to be expected; partic- 
ularly after the sixth decade of life, 
long-lasting chronic infections and de- 
generative processes, commonly cardio- 
vascular in the beginning, are to be 
looked for. Diagnosis here is not cut- 
and-dried; it is not enough to name the 
disease, but underlying pathological proc- 
esses must be watched and followed 
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from day to day if treatment is to have 
any degree of success. Even the patient’s 
general strength should be estimated 
by noting his decubitus, ability to help 
himself, and strength of voice. A weak- 
ening or failed voice is of value, too, as 
a reliable bad prognostic. 


There are two conditions affecting the 
elderly not always at once obvious: 
namely, cerebral thrombosis in local 
areas, and degenerative myocarditis. 
Patients suffering from either of these 
often need close observation for several 
days before a confirmed diagnosis can 
be made. At ages 50-60 commonly, local 
arterio-sclerosis in the coronary vessels 
of the heart may precipitate a coronary 
thrombosis which because of ‘angina 
abdominis’” may be mistaken for indi- 
gestion—a fatal mistake. 


A senile disability about which com- 
paratively little has been sdid or writ- 
ten is senile paraplegia which is of 
commoner occurrence than is generally 
supposed, happening at any age after 60 
years. The chief deciding factor in the 
diagnosis here is the loss of muscular 
power and of balance and a feeling of 
weakness and insecurity in the lower 
limbs with consequent shuffling or fal- 
tering gait. The signs, though often equiv- 
ocal, are those of a progressive lower 
motor neurone paresis or paralysis, with 
failing sensation. The mischief appears 
to have its beginning in a degenerative 
arterio-sclerosis of spinal vessels. 

In the practice of clinical medicine, 
without correct diagnosis—which is not 
always by any means easy—all else fails. 
Only with sure and certain diagnosis 
can treatment succeed. How can profi- 
ciency in the art and science of diagno- 
sis best be attained? It can be reached 
through practised observation, and by 
close adherence to a fixed method of 
case-taking. Any good scheme of ex- 
amination does quite well so long as it is 
thorough, and not skimped for lack of 
time or effort. 

Time devoted to examining need not 
be wasted; yet, it is the rapid worker 
who is less apt than the slow, laborious 
examiner to miss important signs. But, 
of course, the examiner should not feel 
hurried—and should not fail to examine 
the blood. 

A cultivated photographic memory 
which is, at the same time, retentive, is 
of great value to the diagnostician who, 
eliciting one sign after another in any 
patient, will create a jig-saw pattern to 
complete the diagnostic picture in his 
mind’s eye. 

Often enough, addressing one’s self to 
a complex case, reealls Emerson’s 
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words: “All is riddle, and the key to 
one riddle is another’’; and no diagnosis 
can be complete which has not em- 
bodied and considered the differential 
diagnosis. If logical induction leads up 
to the primary or provisional diagnosis, 
then logical deduction will erase «ne 
possibility after another till the final 
diagnosis is arrived at. The positive facts 
of any case are searched for alwavs, 
though a negative argument may hasve 
its positive value too. 

In medicine, to be useful and thorou:h, 
we have to be practical, and able to 
turn our hands to many things. There is 
some truth in the saying of Thomas 
Carlyle that: ‘‘In this distracted age, all 
education has run to tongue’’; but this 
should not, and in fact does not, apply 
to bedside medicine. 

No examination can be complete with- 
out the full use of laboratory and other 
accessory means, as well as the few 
techniques at the doctor’s disposal; but 
these do not replace or supplant physical 


methods, being utilized to confirm or 
otherwise, never to. short-circuit a 
diagnosis. 


Above all, the ‘‘guess diagnosis’’ is to 
be avoided: to guess a diagnosis may be- 
come a lazy habit. The merely clever, 
confident in ignorance, may be found 
to indulge in this habit, never the well- 
trained or wise. Two regrettable expres- 
sions commonly heard during consulta- 
tion are: ‘I never thought of that,”’ and 
“T once saw a case’’ and so forth: how- 
ever, each case ought to be considered 
on its own merits and viewed as a 
suffering person rather than as a 
“case.’’ What greatly matters is the doc- 
tor’s attitude of sympathy and under- 
standing as between one human being 
and another who is sick. And a guessed 
diagnosis is anathema. 


Common Diagnostic Errors in 
General Ophthalmology 


By MOACYR E. ALVARO, M.D. 
Sdo Paulo, Brazil 


In a highly specialized field like oph- 
thalmology, the general practitioner 
seldom has the opportunity of establish- 
ing the fine differential diagnosis and 
taking responsibility for the treatment. 
Generally, what he actually does is to 
reach a diagnosis with the limited oph- 
thalmological diagnostic implements at 
hand, give first aid treatment and advise 
the patient as to how soon he should 
see a specialist. 

But even in this limited practice of 
ophtalmology by the general practi- 
tioner there are a few errors in treat- 
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ment and advice which occur more fre- 
quently than is desirable. In case of 
chronic blepharitis (inflammation of the 
eyelids) there is a somewhat lackadaisi- 
cal attitude. Chronic blepharitis is indeed 
curable in a very high percentage of 
cases once the proper treatment is given 
and this treatment includes quite a few 
iiems which should be taken care of by 
the general practitioner himself, such as: 
an accurate investigation of the intes- 
tinal condition; the patient’s metabolism; 
and his general condition and so on. The 
general treatment, if necessary, should 
take place simultaneously with the oph- 
thalmological treatment. : 
Chronic Conjunctivitis 


Conjunctivitis of the chronic type 
which does not subside rapidly with the 
use of zinc collyria (the percentage of 
which may be as low as one in a thousand 
but the pH of which must be low), and 
of some other mild disinfectant, such ax 
colloidal silver or a 10 or 15 per cent 
solution of some highly soluble sulfona- 
mide, generally show simultaneous cor- 
neal involvement, which more often than 
not can only be seen with the aid of the 
slit lamp and through the corneal micro- 
scope. 

Eye Wounds 

Perforating wounds of the eye require 
immediate attention and quite often it is 
up to the general practitioner to give 
early treatment. Very little should be 
done by the non-specialist, but what can 
be done should be done swiftly and deftly. 
Soluble sulfonamide or powdered sulfon- 
amide should be put in the cul de 
sac and both eyes should be occluded, 
with sterile dressing, and the patient 
sent in a hurry to the nearest qualified 
eye-specialist. In World War II, it has 
been found by experience that it is not 
harmful to the patient to await sur- 
gical treatment for a few days, if the 
above measures can be taken as soon 
as possible. 

Blurry Vision 

Quite often patients complain of slight- 
ly blurred vision or of seeing dark spots 
which move about as the eyes move, and 
more often than is desirable nothing is 
done about it straight away. A thorough 
investigation of all possible causes is 
essential in such cases as the com- 
plaint may derive from a simple con- 
junctival secretion gliding down the sur- 
face of the cornea, the treatment of 
which is very simple, to exudates in the 
vitreous implying a dangerous inflamma- 
tion of the ciliary body or the choroides 
or vascular changes in retinal hyper- 
tension. 

The general practitioner should be al- 


ways on the lookout for symptoms of 
glaucoma whenever a patient has any 
complaint involving: the eyes. Early 
treatment is the only way to prevent 
blindness through ocular hypertension. 
The National Society for the Prevention 
of Blindness in a nation wide campaign 
rightly advocates routine tonometry, 
measurement of pressure in the eye, 
and visual field measurement to be per- 
formed by the general practitioner. On 
the other hand, ophthalmologists would 
do well to remember the fact that < 
glaucomatous eye is a sick eye in a 
sick body, and that the general condition 
of the patient should always be carefully 
investigated and treated accordingly. 

Acute non-compensated glaucoma i: 
very dramatic and often when an eye 
specialist is not available it is up to the 
general practitioner to give efficient first 
aid. Consequently, he should be familiar 
with the different therapeutic aids to be 
used in such cases: miotics (Pilocarpine 
in percentages up to 5%, Eserine, or 
Doryl) dropped into the cul de sac every 
half hour, if necessary; epinephrine, or 
mecholy, locally; ergotamine tartrate 
per os or subcutaneously to deplete the 
uveal vessels; 100 cc 50% glucose solu- 
tion, sorbitol, or similar intravenous in- 
jections to deplete the fluid contents of 
the eyeballs; morphine to do away with 
pain (incidentally it contracts the pupils 
too). 

Squint 

Strabismus or squint is merely a 
symptom, and just as a doctor nowadays 
would shrink from making a _ simple 
diagnosis of ‘‘fever’’ if his patient had < 
high temperature, so he should refrain 
from labelling all his cross-eyed patients 
with such a composite and indefinite 
name. There are many causes for stra. 
bismus and these should be investigated. 
What is more, they should be investigat- 
ed thoroughly as soon as they appear. 
for in many cases the simple correctior 
of an existing ametropia is enough to 
bring about an early cure. There should 
be no place for the prevailing fallacy 
corroborated by some doctors that squint 
can only be treated after certain age and 
would be better if left alone. There arc 
some cases it is true in which little can 
be done at first, but this should bc 
decided after a proper and careful in 
vestigation has shown that nothing else 
can be done. Another fallacy which 
should not prevail either is that concern- 
ing the non-advisability of an early oper- 
ation. The general practitioner will 
probably not be interested in the surgery 
himself, but more often than not his 
advice will be asked by the child’: 
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parents, and he should be prepared to 
give accurate advice. Modern surgical 
methods make it absolutely safe to oper- 
ate even at an early age whenever such 
an operation is necessary. 

In his relationship with the eye spe 
cialist, when the ophthalmologist is call- 
ed on to help establish the proper diag. 
nosis, the general practitioner sometimes 
fails to specify exactly what he wants 
from the specialist. A statement of the 
suspected disease clarifies matters to a 
certain extent, but it is still better to 
state clearly which eye symptoms are to 
be looked for. Quite often, for instance, 
a patient is sent to an eye specialis 
for ‘‘examination of the fundi’’ in orde: 
to find out if a certain treatment can be 
administered safely without causing fu 
ture impairment of vision. In such cases 
the fundi generally can only afford little 
useful information, but the fields for 
colors could give valuable informatior 
indeed. And then in some cases of high 
blood pressure, an indication of the in- 
formation asked for should be statec 
clearly, as minor changes of the vessels 
might be overlooked in an ordinary 
routine fundus examination. 


> 
Diagnostic Mistakes 
By R. L. GORRELL, M.D. 


Buffalo, New York 


Everyone who practices medicine is 
making and will continue to make, er- 
rors in diagnosis and treatment. This 
general statement includes famous spe- 
cialists and unknown general practition- 
ers, as will be shown later in the article. 

One can adopt several attitudes to- 
ward mistakes: (1) one can state that 
medicine is an art rather than a science 
and that errors are inevitable, (2) 
one can subconsciously refuse to admit 
many errors or (3) one can admit that 
mistakes can happen at any time to 
any one and that constant vigilance is 
needed to prevent them. By constantly 
adopting the attitude, “Is this diagnosis 
correct? What positive proof have I? 
With what other conditions cannot it be 
confused and how have I ruled them in 
or out?’’, one will increase his percentage 
of correct diagnoses. 


Refusal to Admit the Worth of a 
New Procedure 


It is a human weakness to persist in 
the use of some method that one has 
become proficient in. For example, the 
transverse abdominal incision has been 
known for 20 years, its merits in pro- 
curing good exposure and relaxation at 
the time of operation are readily evident 
to anyone who has watched its per- 
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formance or who has used it, it results in 
a narrow scar with very little tendency 
to herniation later, the patient has less 
pain postoperatively, fewer motir 
nerves are cut, and so on. Yet it ‘5 
used by very few surgeons and is little 
known to most of them. 


One of the Mayos mentioned at a mect- 
ing some years ago, of operating upon 
patient who had been struck in the a> 
domen. As the signs of internal bleedi: g 
were present and rigidity and tender- 
ness were found over the spleen, a ve> 
tical incision was made. The spleen w 
found to be perfectly normal; the blee | 
ing was coming from the liver. The p. 
tient was in such poor condition th» 
another incision was not made. He w 
lucky enough to survive despite tl! 
handicap of the laporotomy. 


Habit, not individualized judgmen 
was used in this case. If a transver 
incision had been used over the spleen, 
it could have been extended across the 
epigastrium in a moment, and good ex- 
posure obtained. 


I should remark that there is nothing 
personal in my remarks, as I hold many 
of the men who have made errors in the 
highest regard, and I have made many 
myself. The only point I am driving at 
is this—if you don’t review every case 
which you treat, with a critical eye, 
you will continue to make the same mis- 
take time after time and what is worse, 
you won’t realize that habit is directing 
most of your procedures. 


It is unfortunate that consultants so 
often feel it necessary to make dog- 
matic statements, and that medical lec- 
turers are impelled to adopt an air of 
omniscience. This is a trace of the same 
spirit that has held back medical prog- 
ress at every turn in the road for cen- 
turies, the same spirit that condemned 
Pasteur and Semmelweiss. 

There are no infallible authorities. 


For example, one might choose the 
case of the physician who went to a 
famous clinic because of persistent low 
backache. He was seen in consultation 
by a clever orthopedic surgeon, who 
made a diagnosis of sacroiliac disease 
and advised fusion. An internist espe- 
cially interested in orthopedic conditions 
and a member of the same clinic was 
then consulted. He quickly found some 
fibrositic nodules overlying the sacroiliac 
joint. Three days of infra-red radiation 
and massage relieved the pain. The crux 
of the matter is this: The orthopedic 
surgeon learned nothing from this case, 
as he has never checked on his diagnosis 
or the end-results. If the joint had been 
fused and a cast applied, the resultant 
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rest would have relieved the pain of 
fiorositis anyway and he would still fail 
tc have added to his knowledge. 

4 famous neurosurgeon has written of 
sciatica that the old stretching treatment 
is inadvisable. One year ago, I referred 
a patient with severe sciatica to his 
c leagues. They were unable to make a 
diagnosis of protruded disk or spinal 
ecrd pathology and returned him without 
ary treatment whatsoever. He consulted 
a chiropractor who repeatedly stretched 
the sciatic nerve by forcible extension. 
Since that time, he has had no attacks of 
pein, as contrasted to his daily attacks 
preceding. What a wonderful advertise- 
ment this makes for the medical profes- 
sion. The patient who paid one hundred 
dcellars to an internationally known clinic 
and received no treatment is cured by 
an “‘irregular’’ practitioner for ten 
dollars. 

Multiple Pathologic Conditions 


[The emphasis for many years in diag- 
nosis has been on making one diagnosis, 
and diagnosticians have acidly com- 
mented that to make several diagnoses 
is to indicate poor diagnostic ability. 
In that case, the following problem which 
I bungled would indicate that I am 
handling clinical problems well. 

Mr. A., age 31, complained of severe 
frontal headaches, which recurred each 
day. The headaches began in the fall 
and were occasionally accompanied by 
drainage from the nose. Nothing signifi- 
cant was found in the urine or blood 
examinations; general physical exam- 
ination was negative. Some pus found in 
the nose, there was tenderness over the 
right frontal sinus and darkness on trans- 
illumination. Proetz displacement treat- 
ments relieved the headache. The diag- 


nosis of frontal sinusitis was simple, too 
simple. 
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After receiving four treatments, he 
mentioned that his headache was not 
relieved as much as formerly. I was 
busy and did not examine him further, 
as I should have done. 

On his own account, he went to a 
clinic for consultation. A large brain 
tumor was found on exploration. 

The pain of intracranial tumors re- 
sembles that of sinusitis, as both are 
increased by stooping forward or strain- 
ing, both are temporarily eased by rest 
and laxatives (which dehydrate the 
brain, if used in large doses). Because 
one pathologic condition is found, do not 
stop looking. 

Mrs. B., age 56, a multipara, com- 
plained of rectal incontinence. She con- 
sulted a well trained surgeon who found 
a relaxed perineum and a non-specific 
vaginitis. He performed a perineorraphy, 
which was technically perfect. 

Before leaving the hospital, she noticed 
that she could not control flatus. Later, 
she found that her rectal incontinence had 
not disappeared, despite the rigid peri- 
neal repair and I found it very difficult 
to treat her vaginitis. 

If the surgeon had taken a very simple 
history, he would have learned that her 
difficulty with rectal control dated back 
to her girlhood, and that she had be- 
come progressively worse for many 
years. If he had performed a rectal ex- 
amination carefully, he would have 
noted the relaxed, patulous anal sphinc- 
ters and repaired them during the peri- 
neorraphy. 

Summary 

1. Don’t be afraid to make more than 
one diagnosis, if clinical evidence is 
present. 

2. Don’t be afraid to use a new pro- 
cedure just because Professor so-and-so 
doesn’t believe in it. 
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John Hunter 


RE silk purses ever made out of 
£i sows’ ears? Those who knew, in his 
earlier years, the impudent, unruly, red- 
Feaded, school-hating young terror, Jack 
Hunter, and then had a chance to see 
the heights to which he rose in the world 
of science, must have thought so. 

John was the tenth child of the old 
“Laird of Long Calderwood,’’ born in 
1728, in Lanarkshire, Scotland, when his 
father was seventy years old. His older 
brothers were sedately studying medi- 
cine, law and theology, while John was, 
improvidently but joyously, trying to 
find out how tadpoles became frogs. 

But when he was twenty he began to 
feel that he should be doing something 
worth while, and went to London, where 
his elegant and fastidious brother, Wil- 
liam, was already famous as a medical 
man, to study anatomy with him. 

William hardly knew what to do with 


this short, broadshouldered, awkward, 
unlettered country brother, with the vo- 
cabulary of a stable-boy and a taste for 


lasses and glasses in taverns, but, 
withal with a sparkling intelligence and 
an insatiable curiosity; but when he set 
him to dissecting a human arm, he 
promptly realized that this raw lad had 
the making of a great anatomist, and 
suggested that he take up the study of 
Medicine. 

John’s fondness for the refinements on 
formal education had not increased with 
the years and, after a taste of Oxford, 
he flatly refused to be bothered with 
Latin and Greek; but at the hospitals, 
where he studied under Cheselden and 
Percival Pott, his eagerness and indus- 
try was immense. 

As Hunter’s mind became ripened by 
experience, his passion for the study of 
natural phenomena increased and, not 
content with learning from books, he 
gathered about him, on his small farm 
on the outskirts of London, a veritable 
menagerie of all sorts of beasts, birds 
and reptiles, which he observed and la- 
boured over, alive and dead, with inde- 
fatigable patience and zeal. He would 


dissect a mosquito or a worm with as 
much care and attention as he devoted 
to the examination of a buffalo, a tiger 
or a human body. It is related that he 
paid 500 Pounds (which he had to bor- 
row) in order to procure the body of 
the Irish giant, O’Brien, for anatomic 
study. He dissected and described over 
500 different species of animals, and 
almost anticipated Darwin in the dis- 
covery of the basic laws of evolution. 

It is said of Hunter that he found 
surgery a mechanical art and left it an 
experimental science—that he was the 
man who “made surgeons gentlemen.”’ 

Among his many writings (which had 
to be edited, for spelling and grammar, 
by his friends) the four outstanding ones 
are: the treatise ‘On Venereal Dis- 
ease’; “The National History of the 
Human Teeth’’; ‘‘Observations on Cer- 
tain Parts of the Animal Economy’’; 
and the “Treatise on the Blood, Infla- 
mation and Gun-shot Wounds.’’ 

In connection with the first named 
work, his devotion to the search for 
truth at its fountain head—personal ex- 
perience—is illustrated by the fact that, 
having accidentally inoculated himself 
with syphilis, he deliberately refused to 
take treatment, in order that he might 
study the disease at first hand. From 
these studies came the first differentia- 
tion between hard (Hunterian) chancres 
and chancroid; though he seems to be 
confused about the nature of gonorrhea. 

Hunter was recognized as a great man 
practically during his lifetime, having 
been a Fellow of the Royal Society; 
member of the Irish College of Sur- 
geons; Surgeon-General of the Army; 
Inspector-General of Hospitals; Surgeon- 
Extraordinary to the King; and many 
other high sounding things. But he never 
used any of these titles, signing all his 
writings simply, John Hunter. 

He was a man of quick and violent 
temper, which was aggravated by the 
fact that he suffered from gout and an- 
gina pectoris. This unfortunate condition 
caused him to say, ‘‘My life is in the 
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hands of any rascal who chooses to an- 
noy or tease me.’’ And such, indeed, 
was the case, for he died, in 1793, of an 
attack of his malady, brought on by a 
bitter argument with some of his col- 
leagues who disagreed with him, as was 
often the case. 
> 


Public Opinion and You 

The elder J. P. Morgan, who died 
on the eve of the first World War, 
is reported to have said, ‘‘The time will 
come when everyone in this country 
will do business with glass pockets.”’ 
He meant that the time would come 
when business men would be compelled 
to abandon the secrecy surrounding 
their transactions, when they would be 
bound to consider the force of public 
opinion upon every move they made. 
If you doubt that that time has come. 
I urge you to interview the executive 
officers of corporations subject to the 
Federal Securities Act, the Securities 
and Exchange Act, and the Wagner Act, 
not to mention the statutes and regula- 
tions adopted since the outbreak of war. 
We have now reached the point where 
public opinion is a powerful taskmaster 
over business, the professions, and the 
quasi-public callings. 

Let it be emphasized that it is not 
sufficient for you in your calling or me 
in mine to know that our conduct is 
right. It is important also for the public 
to know that it is right. The appearance 
of evil can be as damaging as evil itself. 

It is not from the viewpoint of a 
hostile critic, but from the viewpoint 
of a professional man and a friend that 
I venture the suggestion that your pro- 
fession has been declining somewhat in 
the confidence and regard of the public, 
and that it is vitally important for you 
to restore that confidence and regard of 
the public, and that it is vitally impor- 
tant for you to restore that confidence 
and regard at the earliest possible 
moment. It may be difficult for doctors 
to recognize and admit such a loss in 
confidence and regard. The dependence 
of the individual patient is so great and 
his confidence in his physician is so 
complete that doctors often are not 
called upon to become skilled in the 
nuances of public relations. Being con- 
scious of their own skill and probity 
and being affected by the dependence 
of the patient, they may remain insen- 
sitive to situations which bring criticism 
on the profession as a whole. 

Why Physicians Are Criticized 

This decline results from the belief 
that the profession is overspecialized 
and from the belief that the cost of 





specialized service is too high. It wi! 
be an unwelcome day when the public 
suspects that men are being attracted 
to the medical profession not for tke 
practice of an art, but for the makin: 
of money. The respect with which tl 
physician is held does not spring fro 
the size of his fees but from his qualiti: 
as a man and as a practitioner. 

These present beliefs may not be we 
founded, but it is important to you th 
they are held by large numbers 
people. In the city in which I former! ; 
lived, it was not possible for my childr< 
and me to be treated by the san 
doctor even though we all suffered fro: 
a common cold. The care in eac 
case was excellent, but the cosis 
were high. This may be an extrene 
situation, but it is not uncommon. Fu 
ther, each complication seemed to ca! 
for a consulting specialist. The result 
were good, but the costs were great. 
Accompanying this was the obvious fact 
that doctors had incomes which on the 
average appeared to exceed those of 
other business and professional classes 
in the community. Whether or not this 
appearance was correct is rather beside 
the point. The point is that there was 
a prevailing belief that it was true. In 
many respects this feeling was neither 
logical nor reasonable. No one was com- 
pelled to call a specialist. There were 
some general practitioners available. 
Persons who consulted specialists did 
so voluntarily, and theoretically had 
little right to complain. Nevertheless, 
they did complain that specialization 
was excessive and that the cost of 
adequate medical care was too high. 

This rather simple and homely illus- 
tration needs no further elaboration. You 
can supply other instances and further 
details as readily as I can. What I have 
said illustrates a point of view which 
I believe is spreading and not dimin- 
ishing. It calls for interpretation and 
justification to the general public, or 
for remedy and correction if the medical 
profession is not to suffer unduly on 
its account. The anti-trust suit in the 
District of Columbia and criticism of, 
and agitations against, your various 
associations are further evidence, if ev- 
idence is needed, that the relations of 
your profession to the public should be 
a matter of concern to all of you. 
—Vircu. M. HANCHER, Pres., State Univ. 
of Iowa, in Jour. Iowa State Med. Soc., 
July, 1943. ms 


Belief and Knowledge 
Belief can impede knowledge. It can 
cause us to reject a chance to know, and 
then it is a menace, not a help.—Frtz 
KuNz 
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Microfilm copies of any of tho published papers here ab- 
stracted, up to 25 pages, may be obtained for 25 cents from 
Microfilm Service, Army Medical Library, Washington, D.C. 





“Chronic Appendicitis” and Colonic Membranes 


“Chronic appendicitis’ is often simu- out injuring the latter. When this mem- 
ns lated by motor malfunctions of the right brane is cut by the surgeon throughout 
111 side of the colon in children. 


it. Clinical Picture 

ct A typical case history: A child’s symp- 
ac toms are characterized by a history of 
0) recurring attacks of right-sided abdom- 
inal distress, occurring at the time of, 


° We 





ie or following, spurts of physia activity. 
1s | Such play as running, jumping, or rapid i) "( 
™ walking results in a sideache and play LS %\ 
- is stopped for rest. During school, it is — ie Ae ( 
1 found that gymnasium activity produces Ye y 
ca pain in the right side and later in the j 
- evening, cramp-like pain develops in the 
d right lower quadrant. Nausea and vomit- 
d ing may follow and a diagnosis of ap- 
s pendicitis suspected. Even after appen- 
a dectomy, however, the same symptoms 
of still persist. 
hn. Such a child eats poorly, seems ner- 
S- vously exhausted, and irritable. After a 
uu period of rest a return to normal seems 
or evident. The child tends to be constipated. 
e Palpation of the cecum reveals it to 
h be large and filled with a putty-like 
a fecal mass. Tenderness is present along 
d the ascending colon. If the child is ob- 
rT served several hours later, or after a 
al properly given high enema, the clinical 
n picture of appendicitis is found to be 
. disappearing. 
: Surgical Cure 
if At operation a normal or very slightly 
e inflamed appendix may be found. En- 
1. larged mesenteric nodes, ranging from a 
' pea to lima bean size, will be found. 
The cecum seems to be suspended by 
a firm, dense, membrane supporting it. 
The upper portion of the membrane at- 
‘ taches to the posterior wall lateral to 
j the liver and in front of the kidneys, 
Z by a thick firm attachment. This mem- Illustrations showing abnormal colonic mem- 


brane can be stripped off its entire branes. Relief from the symptoms of ‘“‘chronic 


- a ndicitis’’ follows the removal of these 
length of attachment to the colon with- ie 
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its course in its vertical direction, the 
colon expands to its full diameter as if 
released from a constricting cellophane 
wrapper. If he is observing carefully, he 
will then note that gas passes freely 
around the hepatic flexure and that the 
tendency to torsion and shortening of 
the ascending colon will then no longer 
occur.—W. H. BUEERMANN, M.D. West, 
J. of Surg., Dec. 1942. 


Summary: 

1. Membranes which envelop the ce- 
cum and ascending colon may cause 
right-sided abdominal pain. 

2. This pain is not relieved by appen- 
dectomy. 

3. Surgical removal of the membranes 
cures the pain and its cause. 


Additional Note 

During the past 14 months of service 
here (at the U. S. Naval Hospital, Brem- 
erton, Washington), I have collected an 
additional 75 cases of pain due to peri- 
colic membranes. Some of these service 
men have had previous appendectomies 
without relief. The increased physical 
activity of the service here has reacti- 
vated the pain-exercise sequence, or 
rather, the exercise-pain sequence so 
often complained of by these patients. 

I am preparing a collected review of 
the historical, chronological development 
of our knowledge in this field covering 
the past 90 years, with comments on 
why the profession has looked askance 
at anyone conducting investigations in 
this field. 

My private practice records cover 
about 450 patients operated upon, with 
many more recognized but not operated 
upon because of mildness of complaints 
and relief from symptoms by care and 
avoidance of over-activity. Many of these 
latter pesons may require an operation, 
after a period of relief, with reactivation 
on exercise and occupational activity. 

I believe that this is a definite syn- 
drome capable of being differentiated 
from the so-called ‘‘chronic appendici- 
tis,” in which pain is not regularly 
brought on by exercise—W. H. BUvEER- 
MANN, M.D. 
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Treatment of Atelectasis 


After an operation or injury, atelec- 
tasis (collapse) of the lung may occur. 
The patient becomes dyspneic, tachy- 
cardia is noted and the apex beat of 
the heart is displaced to the left or 
right. Treatment: (1) Aspiration of the 
(2) injection of 150 cc. of air into the 
trachea with a No. 16 French catheter, 
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pleural cavity of the affected side (side 
toward which the heart is drawn) or, 
(3) bronchoscopic aspiration of retaincd 
bronchial secretions. T. A. Brapy, M.D, 
in South. Med. & Surg., Mar. 1943. 





(This condition should be carefully d'f- 
ferentiated from spontaneous pneum)- 
thorax, in which the heart is displac: d 
because of air entering the pleural cavi- 
ty from an abnormal opening in tle 
bronchial tree. This collection of air 
can be diagnosed by increased res»- 
nance to percussion on the affected side, 
and relieved by aspiration through a 
needle.—Ed.) 
> 


Bronchoscopy for Asthma 

“All is not asthma that wheezes” 
(Chevalier Jackson). A number of pa- 
tients who had been diagnosed as having 
asthma were shown to be suffering from 
tumor of the bronchi, bronchial stric- 
ture, bronchiectasis, localized atelecta- 
sis, endobronchial tuberculosis, various 
forms of bronchitis, nonopaque foreign 
bodies, laryngeal papillomata and tra- 
cheal or bronchial pressure from extrin- 
sic causes. 

The bronchoscopic examination of 
asthmatic patients has never shown 
bronchial spasm in the larger bronchi. 
Edema of the bronchial mucosa is regu- 
larly found. This is of importance in 
treatment (possibly removal of salt from 
the diet and use of ammonium chloride 
orally would relieve edema—Ed.) 

Iodized oil (Lipiodol) may be instilled 
in the bronchi, with much relief to the 
patient who has severe asthma and 
heavy, retained secretions, two or three 
times weekly.—A. A. Penta, M.D. in 
N.Y.S. J.M., May 1943. 


a 


Intervertebral Disc 


An operation for intervertebral disc is 
becoming very common. The fact that 
low back pain is increased by coughing 
or sneezing is not diagnostic of an in- 
jured intervertebral disc. Anyone who 
has lumbago or even a twinge of scia- 
tica, knows that sneezing causes pain. 

Schmorl of Dresden studied several 
spines in autopsies. He observed rup- 
ture or herniation of a nucleus pulposus 
as occurring in 15% of the spines stu- 
died. His work may be summarized as: 
“The spine, perhaps more than any other 
part, is exposed to the daily wear and 
tear of functional activity and, owing 
to the peculiar conditions, this functional 
trauma, never in abeyance, can con- 
tinue to work the most far reaching 
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dimage to its structure without causing 
aay noticeable disability. It is for this 
reason that diseases of the spine often 
seem so inexplicable; that the examina- 
tion of large numbers of supposedly 
h-althy spines teach this point of view 
a» its chief lesson.’’ 

This author then describes hundreds of 
spines with all manner of degenerative 
and proliferative changes in patients 
with supposedly healthy spines. Certain 
o: these had protrusions into the neuro- 
cinal, and yet the histories of these 
patients indicated absence of back symp- 
toms. From a study of Schmorl’s work, 
it is evident that he never intended to 
give the impression that these condi- 
tions were due to one definite trauma 
or that they immediately follow definite 
trauma. He referred to functional trau- 
ma, or the wear and tear on the spine, 
as the result of normal daily activity. 

Summary 

There are cases of strained or sprain- 
ed backs which are made comfortable 
and able to continue work because of a 
brace or belt. Those who prescribe such 
an apparatus consider the surgeon 
crazy who doesn’t use it. Those of us 
who criticize its use, feel that overcom- 
ing faulty posture and restoring liga- 
ments is far wiser than to allow the 


patient to become dependent upon a 
crutch. A few cases of failure of fusion 
of the lower lumbar vertebrae and spon- 
dylolisthesis need a fusion operation. The 
vicious circle of myositis or myofacitis, 


muscle imbalance, and faulty posture 
assumed to relieve pain, with the increas- 
ed muscle imbalance that follows, must 
be considered and corrected in every 
case, before one concludes that the back 
needs a fusion or a herniated disc opera- 
tion. 
Treatment 

The patient is advised to rest on a 
hard flat mattress (a board under the 
mattress) with continuous heat to spine 
and medications to relieve pain until the 
condition has subsided. 

As soon as possible the normal lum- 
bar curve must be restored. Heat and 
massage are followed by gradually in- 
creasing corrective exercises. If a flat 
back is present, the patient should sleep 
with a soft pillow under the small of the 
back, then a hard blanket, finally sleep- 
ing in a hyperextension position or using 
a hyperextension apparatus, The patient 
must be taught to move and use his 
back in all directions and faulty habits, 
to relieve discomfort, must be stopped. 
Special attention should be directed to 
the muscles which are contracted. If 
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the treatment fails to give results and 
neurologic symptoms persist or increase, 
one is justified in positively diagnosing 
a ruptured intervertebral disc and in 
operating for it. A similar plan should 
be followed in the majority of these 
low back conditions ascribed to spon- 
dylolisthesis before fusion of the spine 
is advocated. No operation for the con- 
tracted tensor fascia lata muscle is in- 
dicated until these simpler methods have 
been exhausted. Even after operation, 
they must be used.—Harry E. Mock, 
M. D., in Wisconsin Med. J., April, 1943. 
+ 


An Aid to Intravenous Technic 


The Edwards’ vein seeker is a simple 
device that can be manufactured in 
quantity with materials that are always 
readily available. Any piece of glass tub- 
ing may be used for the sight glass; 
however, the glass tube that is furnished 
with Vacoliter sets is ideal. This tube 
is the correct length, and the grooves 
around its ends permit wiring the rub- 
ber tubing to it more tightly. It is neces- 
sary to wire both the rubber teat and 
the rubber tube to the glass tube, and to 
wire the rubber tube to the needle, as 
the apparatus must be airtight. Several 
of these vein seekers can be made up, 
sterilized, and kept ready for use at all 
times. It is advantageous to place one 
of them in each sterile intravenous set. 


Technic 


The vein seeker is filled completely 
with 24% percent sodium citrate solution. 
The hub of the needle is held between 
the thumb and forefinger, while the teat 
is compressed against the hypothenar 
eminence by the little finger. The com- 
pressed teat is therefore partly empty, 
but the rest of the instrument is filled 
completely with citrate solution. The 
needle is inserted into the skin over the 
vein, and as soon as the lumen is be- 
neath the skin, the pressure on the teat 
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Fig. 1. Dr. Edwards’ vein seeker. 
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is released. It is preferable to have the 
bevel of the needle down, as the lumen 
is completely beneath the skin before 
the tip of the needle enters the vein if 
this technic is used. The teat remains 
collapsed until the vein is entered, and 
then the negative pressure draws blood 
back to the sight glass. The vein seeker 
is taped in position. The outside of the 
rubber tubing is sterilized with alcohol, 
and a needle is inserted through this 
tubing to administer the fluid. 

After the desired amount of fluid has 
been administered, the needle is with- 
drawn from the rubber tubing, and the 
vein seeker is left in place. The citrate 
solution will prevent occlusion of the 
needle by clotted blood. Repeated intra- 
venous administrations may be given 
later without necessitating additional 
vein-puncture. In case the instrument is 
to be left in place for several days, a 
small piece of cotton soaked in tincture 
of merthiolate should be taped over the 
point where the needle enters the skin. 
—R. S. Smvis, in Naval Med. Bull., 
July 1943. 

+ 


Treatment of Ludwig’s Angina 

The treatment of Ludwig’s angina con- 
sists of: (1) early radical surgical inter- 
vention; (2) local implantation of 5 to 8 


Gm. of sulfanilamide crystals in ‘the 
depth of the wound; -(3) zine peroxide 
dressings (if anerobic infection is pres- 
ent) and; (4) preliminary exposure of 
the trachea in every case prior to opera- 
tion, or tracheotomy if respiratory em- 
barrassment appears, intravenous pen- 
tothal sodium is the most satisfactory 
anesthetic—A. C. Wiuuams, M.D. in 
New Eng. J. Med., Apr. 8, 1943. 


a 


Powder for the Tonsil Fossae 

Technic: Make ready a well folded 
dry gauze sponge, the size of a large 
pecan nut, on a curved hemostat, 
pressed well into ‘‘tonsil fossa surgical 
powder’’ and the excess shaken off. This 
is snugly held in the fossa for twenty 
seconds. A little pressure up and back, 
then down and forward, is good technic. 
Not often is a second procedure neces- 
sary, since the fossa is usually dry and 
the pain is measurably relieved or 
gone in a few seconds. The surface is now 
observed, covered with a serum incor- 
porated, adherent powder. In general 
anesthesia cases, this technic of control 
is extremely satisfactory. Attention to 
the plica region follows in routine. 

Formula: The formula for this powder 
contains ethyl aminobenzoate 5 per cent, 
alumen 10 per cent, thymol iodide 35 
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per cent, tannic acid 50 per cent. Tested 
samples have shown a pH of 4.8.—L. C. 
Potrern, M.D., in Northwest 
Aug. 1943. 


a 


Classification of Diarrheas 
(A) Functional 
(1) Gastrogenic 


(2) Pancreatic 
(a) Indiopathic 
Steatorrhea 
(b) Non-tropical sprue 
(c) Celiac disease 
(a) Indiopathic 


(3) Allergic 
(4) Fermentative 


(5) Putrefactive 

(6) Nervous (irritable colon) 

(7) Endocrine 
(a) Thyroid 
(b) Adrenal 

(8) Compensatory 
(a) Uremic 
(b) Skin burns 
(c) Senile 

(9) Foreign bodies 

(10) Drugs 
(a) Arsenic 
(b) Mercury 
(c) Lead 

(B) Organic 

(a) Neoplastic 
(1) Carcinoma 
(2) Polyposis 

(b) Infectious 
(1) Ulcerative colitis 
(2) Bacillary Dysentery 
(3) Rectal tuberculosis 
(4) Rectal gonorrhea 
(5) Typhoid 
(6) Food Poisoning 

(a) Staphylococcus 
(b) Bacillus enteritidis 

(7) Cholera 
Parasitic 


(1) Amebic dysentery 
(2) Balantidial dysentery 
(3) Schistosomal dysentery 
(4) Giardiasis 
(5) Trichomoniasis 
(6) Strongyloidiasis 
(7) Trichocephaliasis 
(8) Trichinosis 
(D) Virus Diarrheas 
(1) Lymphogranuloma venereum 
(E) Deficiency Diarrheas 


(1) Tropical sprue 

(2) Pellagra 
—H. G. HumMMEL, M. D. in South Med. 
J., Aug. 1943. 
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VARICOSE ULCER 


Bone Changes in Varicose Ulcer 

Chronic varicose ulcer of the lower 
leg is followed by bone formation (See 
Fig. 1). The tibia increases in size and 
ferms dense new bone. The periosteal 
bone is laid down according to the law 
I have advanced elsewhere: That when- 
ever young vascular tissue comes into 
contact with bone or a calcified deposit 
n-w bone is formed. Two factors are 
essential; a supply of calcium and a 
b ood-supply. In this case, the abundant 
granulation tissue invaded the bone and 
caused fresh bone to grow. — A. P. 
BERTWISTLE, M.D., in Lancet, Jan. 30, 
1943. 
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Fig. 1. Sketch from an X-ray showing af- 
fected and normal leg compared. The ulcer 
lay between the two black lines shown above. 


a 
Libido 

Sexual desire, or libido, of both man 
and woman arises out of a sensory urge 
from internal and external stimuli and 
results in reflex and voluntary neuro- 
muscular response. 

The mature pattern of sexual adjust- 
ment is oné in which the sex impulse 
motivates the social adjustment of hus- 
band and wife. Happy responses during 
sexual intercourse increase the bond be- 
tween husband and wife and develop 
more comradeship, devotion, loyalty and 
responsibility. 

To achieve this, young men and wom- 
en should not delay marriage. Earlier 
marriage is now possible, because of 
contraception. 

When marriage has been delayed until 
the early or late thirties, a fixed pattern 
of sex response occurs, with a separa- 
tion of the emotional (fantasy and dream 
life) from the physical sex contact or 
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absolute inhibition of physical response. 

The desire to respond is emotion, while 
the ability to respond depends largely 
on the integrity of the neuromuscular 
and circulatory systems. 

Every adult must accept as one of 
the realities of life that there will be 
periods of continence (earlier marriages 
wi!l shorten one such period).—NapDINA 
KavInoKy, M.D. in Med. Woman’s J., 
Aug., 1943. 

of. 


Edema and Hypertension in 
Pregnancy 


Hypertensive toxemia of pregnancy is 
an entity which occurs only during the 
latter half of pregnancy. It has distinct 
clinical and pathologic features which 
distinguish it from other types of high 
blood pressure. 

75 percent of all pregnant women 
have easily demonstrable generalized 
edema which is only rarely of serious 
significance*, unless albuminuria or ele- 
vation of blood pressure occurs. 

The longer hypertensive toxemia of 
pregnancy is allowed to persist, the 
longer and more severe will be the 
hypertension following delivery. We feel 
that a mild toxemia is an indication for 
termination of the pregnancy, if it has 
resisted 3 weeks of conservative therapy. 
There is danger in oversedation and 
venesection. — Soma WEl!Iss, M.D. in 
J.A.M.A., Aug. 15, 1943. 

(*Many students of toxemia feel that an in- 
crease of over 20 pounds in weight during 


the 9 months of pregnancy is a precursor of 
toxemia—Eb.) 


+ 
Kalum for Lower Bowel 


Kalum* (Aluminum hydroxide and col- 
loidal-kaolin gel) is an effective adjunct 
therapy in the treatment of ulcerative 
colitis, diarrheal states, intestinal tuber- 
culosis, dysenteries and other lower 
bewel conditions. 

Kaolin or aluminum silicate is an 
earth that: (1) absorbs toxins and (2) 
mechanically carries off large amounts 
of bacilli. It is effective in the treatment 
of intestinal stasis of decomposition in 
the intestine (Jordan). Diarrhea _ re- 
sponds rapidly to kaoline. Asiatic chol- 
era has lost much of its terror since it 
has been shown to yield to frequent 
doses of kaolin in watery solution. 

Aluminum hydroxide is an effective 
antacid, neutralizing acids and toxins, 
and is one of the most effective remedies 
to date for peptic ulcer.—MANUEL G. 
SpirrsmMan, M.D. in Rev. Gastroent., 
July-August, 1943. 


*Manufactured by the Kalum Laboratories, 
Chicago. 





Soap and Water for Fungi 

e By applying soap and water daily, 
we are controlling fungi infection among 
the Marines in the South Pacific.— 
B. W. Mrurcan, M.D. in Ill. Med. J., 
May 1943. 


(Many improvisations on the combat 
fields may be of interest, especially to 
the physician who is working with the 
poor or uneducated.—Eb.) 


Complications of Swimming 

@ A rubberized spring-steel nose clip 
has been efficient in preventing nasal 
disturbances despite swimming. 
—E.E.N.T.M., June 1943. 


Pneumococcus Conjunctivitis 

@ Optochin hydrochloride is almost spe- 
cific for this type of conjunctivitis, but 
usually its instillation produces persis- 
tent pain, which may be avoided by use 
of a 0.5 per cent solution of pontocaine 
in combination.—E.E.N.T.M., June 1943. 


Rest for Painful Feet 

@ Most painful feet need rest, not ex- 
ercise. Pain brought on by overuse, 
prolonged walking or standing should be 
treated by as complete rest of the feet 
as possible, the patient being off the 
feet entirely. — Bric. W. R. Bristow, 
M.D. in Proc. Royal Soc. Med., June 
1943. 


Glycerin Instillations for 


Puerperal Endometritis 

@ The puerperal patient, who has a high 
fever and pus pouring from the uterus, 
is often suffering from sapremia. A soft 
rubber tube should be gently inserted 
into the uterus and 50 cc. of glycerine 
instilled twice daily. The fever disap- 
pears rapidly and the patient improves 
dramatically. At the end of one or two 
weeks, the uterus is apparently normal 
and there is no discharge.—I. FRIEDHEIM, 
oi in Med. World (Lond.), Feb. 26, 
1943. 


THERAPEUTICS 


Tannin for Diarrhea 

@ Severe diarrhea can be controlled »y 
the alternate use of Acetyl Tannic Acid 
and Albumin Tannate, in doses of 15 ¢r. 
given orally every four hours. Both are 
U.S.P. XI preparations.—F. F. YonKMAN, 
M.D. in Am. J. Dig. Dis., July, 1943. 


Treatment of Coccygodynia 

@ Coccygodynia is simply treated by in- 
serting the gloved finger fully into the 
rectum, the patient lying on his left 
side (Sims position), and gently stroking 
the spastic pelvic muscles in the direc- 
tion of the fibers. Treatments are of 1 or 
2 minutes duration on each side and are 
repeated daily at first, then every second 
day until about 12 treatments have been 
administered. — Emm Granet, M.D. in 
U. S. Naval Med. Bull. May 1943. 


(The injection of 1 percent procaine 
solution into the painful muscle usually 
relieves tenderness at once.—Eb.) 


Typhoid Vaccine for Typhoid 
Fever 

@ The intravenous injection of typhoid 
vaccine at intervals of 2 or 3 days re- 
sults in benefit in one-half of cases of 
children with typhoid fever. The initial 
dose is 0.25 cc., 1.0 to 1.5 cc. being given 
subsequently. The vaccine is diluted out 
in dextrose and saline solution.—Arch. 
de Pediat, d. Urug., May 1942. 


Painful, Engorged Breasts 

@ The pain of engorged breasts may be 
relieved by giving one mg. of stilbestrol 
daily for four consecutive days. The 
breasts dry up without other therapy 
being needed. Doses much smaller than 
this relieve pain without decreasing the 
milk supply.—B. J. Haney, M.D. in 
J. Urol., Mar. 1943. 


Treatment of Osteoporosis 

@ Osteoporosis may occur despite a 
good diet and ample intake of calcium. 
In such cases, the patient may be ex- 
creting a large amount of fat in the 
stool; the fat carries off much of the cal- 
cium of the diet. Treatment: A balanced 
diet is given; very little fatty food is al- 
lowed.—P,. C. JEANS, M.D. in Bull. Linn 
Co. Med. Soc., Apr. 1943. 
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THUMBNAIL THERAPEUTICS 


Saving Fluoroscopic Time 

e To avoid the long time required for 
acaptation of the eyes to darkness in 
the fluoroscopic room, physicians might 
taxe advantage of the Navy research 
in dark adaptation. The light rays pre- 
viiling in the dark lie near the blue 
erd of the spectrum, Red goggles may 
be worn, and the individual is able to 
move about and read by ordinary light, 
and yet on going into the dark be able 
to enjoy maximum vision in three min- 
utes instead of thirty—H. W. Smrrn, 
M.D. in Ky. Med. J., May 1942.. 


Treatment of Herpes Zoster 

e The intravenous injection of sodium 
iodide, 2 Gm. in 20 cc. of distilled 
water, on the first, second, fourth and 
seventh days, and one or two subcutane- 
ous injections of 0.5 c.c. of pituitrin, 
together with injections of vitamin B 
complex intramuscularly, are useful in 
the treatment of herpes zoster.—E.E.N. 
T.M., Apr, 1943. 


Dietary Treatment of Hyperacidity 
e A diet which contains a large amount 
of protein (meat and egg) and fatty 
foods, is low in carbohydrate foods 
and low in calories, has been shown 
effective in decreasing gastric acidity. 
—Am. J. Dig. Dis., Apr. 1943. 


Vitamin C for Hayfever 


@ Hayfever, asthma and _ allergic 
eczema may respond to the oral admin- 
istration of 250 mg. daily of vitamin C 
(ascorbic acid). If no improvement fol- 
lows in one week, increase the dose to 
500 mg. daily. During the hayfever sea- 
son, the patient usually must take 250 
mg. daily. — H. N. Hotmes, Ph.D. in 
South Med. & Surg., Feb. 1943. 


Treatment of Scabies 

® Sulfur and balsam of Peru, 10 percent 
of each in lanolin and petrolatum, is 
very effective in curing scabies. Benzyl 
benzoate is not reliable and the alcohol 
it contains causes burning in excoriated 
areas.—T. S. SauNDERS, M.D. in North. 
Med. May 1943. 


Liver Extract for Vitamins 

® The intramuscular injection of liver 
extract is the best agent for providing 
the B complex vitamins parenterally. 
—C. D. Artec, M.D., in Bull. N. Y. Acad. 
Med., Jan. 1943. 


Tannin Control of Ileostomy 
@ The profuse loss of fluid from an 
ileostomy, especially in cases of ulcera- 
tive colitis, can be controlled by alter- 
nate use of 
1. Acetyl Tannic Acid, U.S.P. XI 
2. Albumin Tannate, U.S.P. XI 
Fifteen grains are given orally every 
four hours.—M. PEELEN, M.D. in Am. J. 
Dig. Dis., July 1943. 


Fracture-Shock 

eShock occurring with fractures, es- 
pecially crushing pelvic or chest in- 
juries, responds to treatment more quick- 
ly if 1 percent procaine svlution is in- 
jected into the hematomas about the 
fracture sites. This injection may be 
repeated at any time that shock or pain 
increases.—T. A. Brapy, M.D. in South. 
Med. & Surg., Mar. 1943. 


Anesthetic Ointments for 

Painful Wounds 

e Anesthetic ointments are a great com- 
fort to patients who have open wounds 
with tender edges which require fre- 
quent change of dressings.—J. S. Lunpy, 
M.D. in Proc. Mayo Clin., May 5, 1943. 


Pentothal and Morphine 

e An occasional patient is resistant to 
intravenous anesthesia with pentothal 
sodium. If a small dose of morphine is 
slowly administered intravenously at 
this time, the total amount of pentothal 
will be much reduced. — J. S. Lunpy, 
M.D. in Proc. Mayo Clin., May 5, 1943. 


Routine Catheterization in 


Gynecological Examinations 

@ Pelvic examination: Every woman 
should be catheterized before being ex- 
amined vaginally. The ease and clarity 
with which the pelvic organs may be 
outlined when the bladder is empty is 
surprising. 

If the patient voids before being cath- 
eterized, the catheterziation may show 
that some urine is not being passed nor- 
mally (residual urine). This is especial- 
ly liable to be true in patients with a 
relaxed vaginal outlet.—A. BarTpTisT1, JR., 
in Urol. & Cut. Rev., Mar. 1943. 


(Many women have urethral narrowing, 
which results in bladder symptoms and 
residual urine. This may be easily re- 
lieved by gradual dilatation of the ure- 
thra with sounds over a period of sev- 
eral weeks.—Eb.) 





NEW BOOKS 


Any book reviewed in these columns 
will be procured for our readers if the 
order, addressed to CLINICAL MEDI- 
CINE, Waukegan, Ill.,:is accompanied 
by a check for the published price of 
the book. 


It is with books as with men; a very 
small number play a great part. 


—VOLTAIRE 


INTERNAL MEDICINE IN GENERAL 
PRACTICE 


McCombs 


INTERNAL MEDICINE IN GENERAL PRAC- 
TICE. By Robert Pratt McCombs, Lieuten- 
ant, Medical Corps, U. S. Naval Reserve. 
Recently, Instructor in Internal Medicine 
for the Statewide Postgraduate Program of 
the Tennessee State Medical Association. 
On leave of absence from the staffs of the 
Pennsylvania Hospital the Abington Me- 
morial Hospital and the Jefferson Medical 
College, Philadelphia 694 pages; 114 illustra- 
tions. Philadelphia and on: W. B. 

1943. Price, $7.00. 


This is the most original book and the most 
helpful book to the general practitioner pub- 
lished in the last five years. It contains all 
the essentials of making a correct diagnosis 
of the medical illnesses encountered in such 
practice. 

Problems in diagnosis are simplified by 
approaching them from the clinical side. The 
questions that come to the physician’s mind, 
such as “Does this patient have heart dis- 
ease?’’ are given and the way to find the 
answer explained simply and directly. 

The usual textbook listing of diseases is 
studiously avoided as is e repetition of 
many statements from the past. The material 
is up to the minute, yet e information is 
well digested and presented in a_ direct, 
brief manner. 

The practitioner who studies this book from 
cover to cover will find that he has taken 
a postgraduate course at home. The author 
came inte contact with the problems in gener- 
al practice by actually traveling through 
the state of Tennessee and talking with the 
a and seeing their cases. Then, when 
e found deficiencies in knowledge, as others 
have done before him. he did something about 
it. 

A number of good clinical and x-ray illus- 
trations bring out salient points. It is hoped 
that the next edition will have even more. 

Subjects covered include (1) the funda- 
mentals of diagnosis, (2) disorders of the 
heart, (3) hypertension and diseases of the 
kidney and urinary tract, (4) disorders of the 
gastrointestinal tract, (5) nutritional defi- 
ciencies, (6) the anemias, blood dyscrasias 
and allied diseases, (7) infectious diseases, 
(8) the use of sulfonamides in infectious 
diseases, (9) chronic lung diseases, (10) 
rheumatic diseases and arthritis, (11) endoc- 
rine disorders, (12) allergic diseases and 
i) common neurolgoic and psychiatric prob- 
ems. 

Very few omissions are noted; the litera- 
ture is covered up to time of publication. 
No mention is made of procaine injections 
for treatment of painful ligaments and joints, 
nor of peritoneoscopy as a diagnostic meas- 
ure, nor are all of the symptoms of hyper- 
ventilation considered. 


Saunders Company. 


DIAGNOSIS OF UTERINE CANCER 
BY THE VAGINAL SMEAR 


Papanicolaou and Traut 


DIAGNOSIS OF UTERINE CANCER BY THE 

VAGINAL SMEAR. By George N. Papanico- 
laou, M.D., Ph.D., Department of Anato:ny, 
Cornell University Medical College, «nd 
Herbert F. Traut, M.D., Department of 9b- 
stetrics and Gynecology, Cornell Univer ity 
Medical College and New York Hosp:<al. 
New York: The Commonwealth Fund. 1°43. 
Price, $5.00. 


Every patient admitted to the Woman's Clin- 
ic and Cornell University-New York Hospital 
center was routinely studied by the vaginal 
smear. Among 3,014 women, 193 were found 
to be affected with carcinoma of the uterus 
or lower gential tract. The vaginal smear as 
a means of diagnosing cancer of the uterus 
was found to be reliable, simple and inexpen- 
sive. 

“Cancer of the uterus arises from a con- 
siderable number of different cell types. 
Within broad limits, the malignant growth 
follows a characteristic sequence depending 
upon its cellular pattern. These growths con- 
stantly shed cells into the vagina (with only 
rare exceptions). By means of the vaginal 
smear, which may be repeated as many times 
as necessary, the pathologist who understands 
the technic, can make a diagnosis even in 
the earliest stages.”’ 

“Detached cells carry with them the stig- 
mata of the disease.”’ 

The physician who lives at a distance from 
a trained pathologist can dip the slides into 
95 percent alcohol and then mail them for 
study. All that is necessary is to aspirate 
material from the vagina (with a rubber 
bulb and section of glass tubing) and spread 
it on a glass slide. 
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WAR ENDOCRINOLOGY. By James UH. 
Hutton, M.D., Chicago, Illinois, 363 pages 
and index. Privately printed by the Wayside 
Press, 1501 Washington Road, Mendota, 
Illinois. 1943. Not for sale. 


Dr. Hutton has had the courage to do some 
thing that many men have thought of doing, 
the publishing of his own book. at no one 
had thought of, the giving away of copies 
of his book to his fellow physicians, he has 
announced in the frontispiece, “In the more 
than twenty years since I became interested 
in endocrinology I have become increasingly 
indebted to the medical profession in general 
and to the members of the Illinois State and 
Chicago Medical Societies in particular for 
many favors. This book is written and dis- 
tributed as a gesture of ackngwledgment of 
that obligation, which it by no means 
discharges.”’ 

Practical points are to be found in almost 
every page. “A woman complaihing of gastro- 
intestinal distress of various kinds may pass 
through treatments for ulcer, irritable colon, 
neurasthenia, and so forth, when the basis 
of the trouble is ovarian insufficiency or 
hypothyroidism.”’ 

“A clinical picture closely resembling ulcer 
or cholecystitis may be produced by hypo 
thyroidism.”’ ‘‘Posterior pituita extracts are 
of value in the treatment of oBesity.’’ 

His methods work, although the medica- 


tions that he employs are no} approved of 
by scientific bodies. Many case 
pt the exact type of patient and results to 


histories de- 


obtained by patient, rsistent treatment. 
Those- physicians who have received copies 
of this unusual book are fortunate. 
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